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HE majority of tumors occurring in or 
about the mouth are epithelial, and after 
middle life, with few exceptions, these are 

malignant. 

While some of the connective-tissue tumors are 
even more malignant than the carcinomata, on 
account of their comparative rarity they are of 
less compelling interest. 

Among the non-epithelial tumors are repre- 
sented almost every form of new-growth with the 
exception of essential tumors of certain special 
tissues. 

CARCINOMA OF THE MOUTH 

Carcinoma of the mouth is usually of the squa- 
mous prickle-celled variety arising from the 
mucous membrane, though adenocarcinoma may 
arise from related glands, and basal-cell tumors do 
occur. Even in the antrum and nose, ciliated 
epithelium is replaced by squamous cells before 
cancer develops. 

Carcinoma of the mucous membrane develops 
much more frequently in men than in women, in 
the proportion of about twelve or fifteen to one. 
It is a disease of the latter half of life, but has 
occurred in children. Pond cites a case of epithe- 
lioma of the palate in a boy of sixteen, and 
Hochenegg, one in a child of six years. 

The majority of all cases can be traced to leu- 
coplacia or some local irritation, and syphilis is 
supposed to be a strong predisposing factor. The 
general spread of syphilis and the use of tobacco 
in Europe toward the end of the Middle Ages 
are credited with producing a sudden increase in 
the occurrence of cancer of the mouth. Like 
cancer elsewhere, its frequency is still increasing. 


Owing to their accessibility and the sensitive- 
ness of the mouth the whole progress of these 
cancers can be observed better than in any other 
location, except the skin. Some of these pre- 
cancerous lesions exist for years, some for a few 
months. The actual cancers themselves as a rule 
are rather indolent at first; and the indolent stage 
may exist for a long time, even years; this is 
especially true of cancers of the lip. A fewer 
number show rapid growth from the first, and the 
lymph-nodes have been known to become in- 
fected within three weeks after the appearance 
of the initial lesion. 

A peculiarity of the disease in this location is 
that though it always will in time infect the 
lymphatics of the neck and in some instances very 
early, in but one per cent of cases does it cause 
distant or general metastases. Even when the 
neck glands are extensively involved, it is often 
curable, and apparent fixation of these nodes does 
not necessarily mean that they are inoperable, 
as it is only late that they become fixed to the 
spine and the carotid artery. Removal of all 
the structures of one side, with the exception of 
the internal and common carotid arteries, is not 
incompatible with life. In an old person with 
sclerotic arteries, tying the common or internal 
carotid arteries is equivalent to a death warrant 
(Kocher). 

The virulence of cancer of the mouth varies in 
different locations; and as a general rule the op- 
eration becomes more serious the further back in 
the mouth the growth occurs. 

The treatment formerly was always with es- 
charotics or by removal, but recently X-rays 
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or radium have been used. With perfected 
technique, radical excision with or without the 
aid of the actual cautery is the one means 
that holds out promise for advanced cancer; and 
from very poor beginnings this method has now 
reached a stage of substantial achievement and 
with far greater promise for the future. The 
two causes of poor results are incomplete opera- 
tion and late treatment. It is difficult to con- 
ceive of more radical operations than are now 
being practiced, but in regard to the average time 
at which the disease is brought to treatment, 
there is much room for improvement. That 
this unfortunate state of affairs is through edu- 
cational efforts being radically improved, will 
be shown in the study of the history of statistics 
of cancer in various parts of the mouth. From 
these it would seem not improbable that at no 
distant time the percentage of cures for cancer of 
the mouth, with the possible exception of those 
arising in the upper jaw, will be higher than in 
any other part of the body. 


CANCER OF THE TONGUE 


At no place in the history of this disease is one 
able to point out any single piece of work or the 
work of any single man, that might in itself be 
considered epoch-making. While the great prac- 
tical studies have all been made in the last thirty- 
five years it is to be remembered that these are 
times of anesthetics and asepsis. The men who 
have accomplished the most noteworthy results 
in this field, have done so, not through inventive 
genius or initiative, but by the adaptation of 
knowledge and technique already at hand. It is 
most significant that with a possible exception of 
wide-necked dissections, there is not a single in- 
dividual technical step of importance that is 
used today that was not used or attempted be- 
fore this period. But these recorded master 
strokes were by comparison few and far between, 
and distributed over centuries, and it is only in 
perspective that they can be identified, their real 
value at the time being little appreciated. 

The use of the actual cautery was advised by 
Hippocrates, abused for twenty centuries, de- 
cried by Butlin, and is again being popularized. 

It was in the sixteenth century that Ambrose 
Paré sutured the tongue for injury; but it was in 
the nineteenth century that von Langenbeck 
first approximated the tissues by suture after the 
removal of a tongue tumor. 

In the seventeenth century an instrument was 
used to control hemorrhage from the tongue; but 
up to the nineteenth century the cautery and ice 
were the usual hemostatics of election. 
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Butlin did Whitehead’s operation in most of 
the cases in his remarkable series and this ‘‘ White- 
head operation” is a combination of the ideas of 
Roux and Fiedler. 

Kocher and von Langenbeck’s names are used 
indiscriminately in designating certain other types 
which rest upon the work of Jaeger, Regnoli, 
Sedillot, and Billroth. 

A clear clinical description was given of car- 
cinoma of the tongue in the seventeenth century, 
yet in the papers of Ferguson, 1801, Earle, 1823, 
and Traves, 1829, no clear distinction is made 
between syphilis and cancer. 

It is true that up to the last half of the nine- 
teenth century the treatment of mouth lesions 
did not keep pace with medical progress along 
other lines, but this seems to have been due more 
to lack of codrdination than lack of individual ob- 
servations or ideas. 

The names of von Langenbeck, Roux, Regnoli, 
Sedillot, Billroth, Whitehead, Kocher, and Butlin 
are associated with the greatest advances; and a 
review of the literature for the past five years 
shows little of value that is not to be found in 
the later writings of Butlin. 

The first clear description was by Wiseman in 
1671, but it was not until the middle of the last 
century that carcinoma was clearly differentiated 
from syphilis. Microscopic differentiation be- 
gan with Virchow and Rokitansky, but Sir 
James Paget in a footnote to his lectures on sur- 
gical pathology claims to have described their 
papillary origin in 1838. It was the microscope 
that finally distinguished cancer from lymph- 
angioma and macroglossia. 

Hippocrates recognized ulcerating cancer of the 
tongue and spoke of the value of the cautery. 
Galen believed cancer due to black bile, and his 
teachings for a long time held in check active 
local treatment. 

Celsus advised the cauterization or removal of 
ulcers that could not be cured otherwise; and 
about the sixteenth century excisions began to be 
practiced occasionally, but always in conjunction 
with the cautery. These excisions were hurriedly 
and inadequately done, yet surgeons for centuries 
had been acquainted with fairly good speech 
results following the removal of the tongue for 
torture or punishment, from its loss from small- 
pox and, later, from mercury. Possibly the 
surgeons were more particular about their opera- 
tive death-rate than were tyrants or disease. 

In 1664 De La Motte ligated the pedicle of a 
tongue tumor with silk. 

In the eighteenth century several successful 
operations for cure of cancer were reported; and 
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at this time Heister of Helmstadt warned that 
the disease must be clearly excised in healthy 
tissue, otherwise it would return worse than be- 
fore. At this time it is recorded that after ex- 
cision of half the tongue by Buxdorf, the disease 
returned nine months later in the parotid and 
sublingual glands. 

All through the centuries there is reported an 
increasing number of tongue operations, and in 
1720 Dr. Walter Harris, before the Royal College 
of Physicians, said, ‘“The excision of cancers of 
the mouth and lips, especially of the tongue, all 
involve the greatest danger to life. But if any 
one is exceedingly wearied of such tumors and 
especially dejected inhismind . . . . heshould 
not be denied the trial of operation by ex- 
cision.” 

Benjamin Bell in his “Surgery” of 1786 gives 
a chapter on disease of the mouth and tongue and 
extirpation. He used a twisted wire loop which 
was an early instance of an ecraseur. 

In 1800 Home described cases treated by liga- 
ture of the growth en masse, later removing the 
slough, and this practice continued as late as 
1884 when it was recommended in both Liston’s 
“Practice of Surgery”’ and Erichson’s “Surgery.” 

The use of caustics inserted around the cancers 
continued in use, and this was recommended by 
Maissoneuve as late as 1858. - 

Modern operative methods began with C. J. 
von Langenbeck, who in 1819 applied wedge- 
shaped excisions similar to those used for cancer 
of the lip with immediate suture. 

In 1827 Major split the tongue in the midline 
and strangulated the diseased half with ligature. 
In the same year Cloquet attached the tongue 
from below the jaw, using a strangulating liga- 
ture. 

In 1833 G. Mirault first did or attempted pre- 
liminary ligature of the lingual artery in the neck 
of a living person. 

In 1831 Jaeger first divided the cheek to facili- 
tate approach. 

In 1838 Regnoli removed the tongue through 
the floor of the mouth by a submental incision. 

In 1839 Roux did the first unquestionably 
successful preliminary ligation of the lingual 
artery in the neck with amputation of the tongue. 
This was done by clean incisions and without 
cauterization, and this seems to have been the 
— instance of excision of the tongue on modern 
ines. 

In 1844 Sedillot divided the lower lip and jaw 
near the midline to facilitate approach to the 
tongue. In doing this, Butlin thinks he may have 
been preceded by Roux but is not sure. 
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In 1861 Billroth resected the lower jaw near 
the cuspid tooth. 

In 1852 Chassaignac first used a chain ecraseur; 
and by going through the various steps of a mod- 
ern Whitehead operation with three ecraseurs, 
one for the base of the tongue, one for the mid- 
line, and one for the tissues in the floor, Nunneley, 
1861-1870, had remarkably good immediate re- 
sults, operating upon five cases without a single 
post-operative death. 

The galvano-ecraseur was introduced about the 
same time as the chain instrument. 

Morrant Baker used the ecraseur slowly, taking 
thirty minutes to cut through the tongue, and in 
the end having a pedicle containing the artery 
that was easily ligated before final division. He 
previously freed the tongue by cutting its muscles 
from the genial tubercles. 

Fiedler improved the technique of cutting 
through the body of the tongue by making small 
snips with the scissors until the blood-vessels 
were reached. 

In 1850 Hilton first divided the lingual nerve 
for relief of pain in an inoperable cancer. 

Modern operations are essentially of two char- 
acters, the Whitehead operation described, 1877- 
1892, which is an anatomic intra-oral operation; 
and the various operations, with the develop- 
ment of which Kocher’s and von Langenbeck’s 
names are closely linked, which attack the tongue 
through a temporary resection or from below the 
jaw, and which attempt to remove the involved 
lymphatics at the same time. The first attempts 
to systematically remove the lymph-nodes are 
difficult to trace. Its most radical expression is 
to be found in Crile’s block-excision of all the in- 
fected neck and mouth tissues en masse; but ex- 
tremely effective and less radical operations in the 
neck have been practiced by Whitehead, Butlin, 
and Kocher, theirs being still the operations of 
choice in most cases. 

The introduction of antiseptics, chiefly the 
use of iodoform gauze in Billroth’s clinic, greatly re- 
duced the mortality in neck and mouth dissections. 

Cancer of the tongue, like cancer arising in 
other parts of the mucous membrane of the 
mouth, is almost without exception of the squa- 
mous type; but two reported cases of columnar 
epitheliomata arising in the tongue have come}to 
our notice. Seventy-five per cent or more arise 


in some previously existing lesion, most commonly 
a leucoplacia. The belief that leucoplacia is a 
syphilitic lesion is constantly growing, and some 
later writers state that the proper treatmentjof 
syphilis will go far in the elimination of cancer,of 
the tongue. 
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The importance of alcohol, spices, and tobacco 
as primary etiological factors is less apparent 
than formerly believed; but these, as well as 
mechanical irritation, are still to be reckoned with. 

The most common site of origin is on the dor- 
sum or borders, which are the most common 
locations of the supposedly precancerous lesions, 
but no part of the tongue is exempt. Numerous 
cases of double origin are recorded. 

The age of the patient is usually between forty 
and sixty years, and the predisposition increases 
with age, but 30 cases are recorded in patients 
below thirty years, 8 in males and 22 in females, 
but on the whole the disease is much more com- 
mon in men, the average being about 15 per cent 
in women. This latter fact has been accepted as 
one evidence of the réle of tobacco as a factor, 
but it has been shown by von Winiwarter that 
the oriental women who smoke are not more 
subject to it than non-smoking women of the 
Occident. 

All are agreed that the cures of cancer of the 
mouth should be very close to 100 per cent and 
that this should be the practical as well as the 
theoretical result. The greatest stumbling 
block is the late period at which treatment is 
instituted in a disease that is perfectly accessible 
and evident usually for a considerable period 
before it loses its purely local character. There- 
fore, aside from the attempted elimination of pre- 
disposing factors, the most important element in 
treatment is the education of physicians, dentists, 
and the public to the necessity of early recogni- 
tion. In England, for some years previous to 
1910 it is estimated that but 70 out of a total of 
800 cases of cancer of the tongue were success- 
fully treated annually, and this after Butlin had 
spent years in educational work. Previous to 
1910, of 172 cases of cancer of the mouth treated 
in the Massachusetts General Hospital, 29 per 
cent were inoperable when they entered. Wolfer 
recorded 14 per cent of recoveries in Billroth’s 
clinic that lasted nine months. That there is 
reason to hope for increasingly better results is 
shown by a late report from Johns Hopkins 
Hospital. Taking a period of eighteen years 
previous to 1908, of subsequent years includ- 
ing and after 1908, it was found that during 
the first period 8 per cent were early or pre- 
cancerous lesions, while in the later period 
these increased to 30 per cent. During the first 
period 18 per cent of the cases were very late or 
inoperable, in the second period these were re- 
duced to 10 percent. During the first period the 


cures amounted to 21 per cent, while in the second 
In very 


period they are reported as 50 per cent. 
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early cases the operative death-rate should be 
nil; as the disease increases in extent the operative 
death-rate grows to 1o per cent; for advanced 
cases still operable from within the mouth, to 
30 per cent when the floor of the mouth or jaw is 
involved, and even to 80 per cent in the more rad- 
ical procedures, 50 per cent of these deaths being 
due to pneumonia. Along with this increase in 
the primary mortality the per cent of cures de- 
creases in an inverse ratio. 

Of the precancerous or very early cancers of the 
tongue Butlin cites the following five conditions as 
the most characteristic and important: ‘“(1) A 
little plaque-like, hard sore, smooth and polished, 
but neither ulcerated nor excoriated. (2) The 
transformation or replacement of a simple ulcer 
by a cancerous ulcer, which only differs from the 
simple ulcer by feeling a very little stiffer and a 
very little firmer. (3) The transformation of an 
entire plaque of leucoplacia into a plaque of can- 
cer. The difference is marked by very slight 
thickening, a denser white, furrowing and fissur- 
ing in various directions, but without excoriation 
or ulceration. (4) The transformation of one 
small area of a leucoplacia tongue into cancer, 
only marked at first by very slight and superficial 
hardening. (5) A white, warty growth or a 
compound wart, neither broken nor ulcerated, 
and feeling at first as if it were fixed to the mucous 
membrane and quite superficial.”” The most fre- 
quent form is the papilloma especially one grow- 
ing in a previously existing leucoplacia, the most 
infrequent is a submucous nodule. 

As to the use of the term “precancerous”’ there 
is still lack of agreement. Butlin formerly re- 
garded the above-described lesions as precancer- 
ous but later wrote that he doubted if any of them 
were really precancerous and not actual early 
cancers. Bloodgood still retains the term pre- 
cancerous and also calls the papillomatous 
growths malignant warts. After all, this dis- 
tinction is of little magnitude, the important 
thing being early and complete elimination of all 
conditions that suggest the possibility of cancer. 

The excision, even for microscopic examination, 
should be made clean and wide, never through 
the lesion when avoidable. Some employ the 
actual cautery, others follow Butlin’s dictum, 
avoiding it. 

The microscopical diagnosis of doubtful cases 
should come from experienced pathologists only, 
as the round-cell infiltration at the base may be 
very misleading. All really doubtful cases should 
be given the benefit of the doubt and treated as 
cancer. A prolonged try-out of the “therapeutic 
test’’ is usually equivalent to a death warrant. 
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The desire to eliminate the precancerous fac- 
tors should not lead one into the active local 
treatment of uncomplicated leucoplacia except 
possibly where it is so small as to permit of com- 
plete excision. Almost all observers are agreed 
that irritation of a leucoplacia is only too apt to 
precipitate cancer. The most dangerous of all 
seems to be the use of silver nitrate. Abbe alone 
recommends the use of radium but cancer has 
followed this treatment. 

The characteristics of a fully developed cancer 
are persistency of the lesion and usually, very early 
ulceration, the rolled edge of the latter never 
being really undermined by the ulceration. The 
induration is usually very firm, is sometimes rel- 
atively soft and more rarely presents the char- 
acteristics of scirrhus. Some are atrophic and 
others are medullary. Later there is foul dis- 
charge, hemorrhage, cachexia, and involvement 
of the lymph-nodes. Pain is a factor sooner or 
later in most cases; it may precede the appear- 
ance of any observable lesion or it may come 
late, and it may be in the lesion, in the ear, or in 
the vertex. Sooner or later the lymphatics be- 
come involved, the exact time being uncertain, 
and the disease may lay dormant in the nodes for 
long periods, even years. A carcinoma may re- 
main unobserved; usually a fissure under the side 
of the tongue, the first noticed evidence being the 
lymphatic tumor. 

With the exception to be presently noted, 
recent literature suggests no worth-while de- 
parture from the usages that were summarized 
by Butlin when he reported his 200 cases. These 
principles of treatment are as follows: 

Early and wide local excision, a complete block 
removal of all of the lymphatics of the neck 
on the side of the cancer including the submax- 
illary and the lower part of the parotid glands. 
When the cancer crosses the midline or when 
it is situated upon the base of the tongue the 
lymphatics on both sides are to be removed. 
Some writers have suggested the removal of 
selected lymphatic groups according to the lo- 
cation of the primary growth, but this is con- 
demned by most of the more experienced. 
Hochenegg, who practiced limited lymphatic 
removal, could in 1906 claim only 14 per cent of 
cures, which is much below the best results of 
that time. The operations on the tongue and on 


the neck should be done at different times. 
Unless the floor of the mouth is directly involved 
it should not be invaded or removed. Cancer- 
cells disseminate farther and more rapidly in the 
muscles of the tongue than in the mucosa or 
The excision of the primary 


connective tissue. 
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growth should be made with a knife, scissors, or 
cautery. The tongue tissues should be removed 
from 2 to 2.5 cm. beyond the visible or palpable 
growth, but in a one-sided cancer it is usually 
unnecessary to remove both halves of the tongue, 
the median septum for a long time forming an 
efficient barrier to the spread of the disease; 
Heidenhain removed both halves in all cases. 
Aspiration is to be rigidly guarded against, most 
experienced operators anesthetizing through a 
laryngotomy wound. Lately intratracheal an- 
esthesia is replacing this, and local anesthesia is 
being used by some. Infiltration of the lingual 
nerve with alcohol has been used to control pain, 
but this will not affect pain impulses traveling 
along the glossopharyngeal. Preliminary liga- 
tion of the lingual artery is unnecessary. Blood- 
good has recently made the following suggestions: 

1. That heretofore the tongue removals have 
been too extensive. 

2..That leaving the floor of the mouth intact 
predisposes to recurrence. 

3. That the removal should be done with the 
actual cautery. 

4. That leaving the jaw bone on the affected 
side after the removal of the floor, adds to the 
operative mortality. Hitherto these have not all 
had the support of the most experienced, therefore 
a discussion of them is not out of place: 

1. Previous extensive intra-oral operations. 
Almost all previous writers have warned against 
not removing sufficient intra-oral tissue, most 
recurrences being in the mouth, and Lenthal 
Chealle has demonstrated cancer-cells in the 
muscles of the tongue far beyond the apparent 
site of invasion. Butlin, however, was more 
conservative of the mouth tissues than most 
others and cites that 102 out of 200 of his cases 
either died of recurrence at some other site or 
remained alive and well for three years without 
mouth recurrence; and in 33 of these local re- 
currences the disease was so extensive at the time 
of operation as to preclude wider excision. This 
still leaves 65 out of 98 cases that had local re- 
currence in which a more extensive local opera- 
tion might possibly have saved some. 

2. The necessity for the removal of the floor of 
the mouth in all cases. Butlin answered this in 
the negative stating that he had already done this 
and that in only two of his cases could it have been 
reasonably supposed that recurrence was due to 
the disease in the tissues that were left between 
the primary mouth operation and the neck dis- 
section. In some of the Kocher-Langenbeck 
operations the floor, the intra-oral growth, and 
the neck glands are removed in one piece. 
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3. The use of the cautery. Butlin has. been 
the strongest opponent to this, believing that 
hard scars predispose to cancer. Kocher has 
always favored cutting with the actual cautery 
and this is the oldest form of operation. 

4. Leaving the jaw on the affected side in- 
creases the operative mortality. Almost all 
series of operated cases have hitherto shown that 
removal of a part of the jaw increases the post- 
operative mortality about 300 per cent over the 
intra-oral operation. In support of his conten- 
tion, Bloodgood states that he has operated upon 
14 cases in the past five years by his newer meth- 
ods without a post-operative death and only one 
recurrence, the latter in a secondary case —a 
striking record — and if borne out by a larger 
series over a longer period will leave no doubt of 
the correctness of Bloodgood’s ideas. 

Kiister reports a case thirty-two years old, 
inoperable, which after ligation of both the ex- 
ternal carotids and X-ray treatment was so im- 
proved as to render radical operation possible. 

Untreated cancer of the tongue ordinarily will 
survive a little over a year. The results of op- 
eration have been variously estimated but with 
the exception of the last series from Johns 
Hopkins, Butlin’s results are by far the best. 
In 168 traced cases 33.92 per cent survived for 
periods varying from three to twenty-two years, 
with an operative death-rate in all cases of 10 
per cent. In the latter half of his whole series 
his percentage of cures rose to 41.55 per cent. 
The more recent Johns Hopkins series show 50 per 
cent cures but the number of cases is very much 
smaller and the reviewer could not make out 
upon just what basis this 50 per cent cures for 
the past five years is figured. Many series show 
results far inferior to these, the main determining 
factor being the age of the cancer when treat- 
ment is instituted. ‘There is reason to hope that 
in a few years the per cent of cures will be nearer 
to roo than 50 per cent and this will be due to 
education rather than to operating technique. 


SARCOMA OF THE TONGUE 

The first report of a case of sarcoma of the 
tongue was by Fiedler in 1864. In 1912 Baastrup 
collected 58 cases from the literature but says 
only 39 are authentic and of this 39 there were 
only 4 certain recoverie. In January, 1915, 
Coughlin reported 2 cases with 58 collected from 
the literature, with undoubted glandular involve- 
ment in 40.5 per cent of the cases. 

It is difficult clinically and sometimes path- 
ologically to differentiate between sarcoma and 
luetic or tuberculous lesions and chronic glossitis. 
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No age seems to be favored, three were re- 
ported as congenital and according to Coughlin, 
27.4 per cent of the cases were in the thirties. 

It appears more frequently on the dorsum and 
borders of the tongue and the types reported 
were round-cell, predominating, spindle-cell, 
lymphosarcoma, fibrosarcoma, angiosarcoma, 
myxosarcoma, polymorphonuclear-sarcoma, and 
some others simply designated as sarcoma. 

The treatment is operative, similar to the 
treatment of carcinoma with possibly less ex- 
tensive local removal. 

Recurrence is reported in from eight days to 
three and one-half years, being local, in the glands, 
or both. 


BENIGN TUMORS OF THE TONGUE 


Of benign tumors of the tongue and floor of the 
mouth, simple cysts, blood-cysts, polyps, an- 
giomata, lymphangiomata, papillomata, chon- 
dromata, adenomata, fibromata, plasmomata, 
neurofibromata, osteomata, macroglossia, lipo- 
mata, fibrolipomata, endotheliomata, lingual 
thyroids, and amyloid tumors are reported. Ex- 
cept for the angiomata, these are of rare occur- 
rence. 

Before the first half of the nineteenth century 
all tumors of the floor of the mouth were called 
ranula; Hipple pointed out the true pathology. 
Dermoids occur in the midline and laterally. 


TUMORS OF THE PALATE, TONSILS, AND PHARYNX 


. Tumors of the palate, tonsils, and pharynx are 
comparatively rare and, with the exception of the 
palate adenomata and a somewhat common 
exostosis in the center of the hard palate, are 
usually malignant. The palate adenomata occur 
in young people and are histologically identical 
with the mixed tumors of the salivary glands and 
are clinically subject to the same changes. They 
may remain stationary for years, only to take on 
extreme malignancy. Ulceration is not neces- 
sarily a sign of malignant change for it may occur 
from mechanical irritation. 

Teratomata, fibromata, sarcomata, and car- 
cinomata may also be found in the palate. 

Tumors of the tonsils and pharynx are usually 
malignant and of extreme virulence. 

Wood reviews the literature of tumors of the 
tonsil from 1884 to 1909, finding only 2 cases of 
sarcoma; Matthews reports 22 cases from the 
Mayo Clinic; 11 sarcomata and 11 carcinomata, 
one of which arose on a gumma. 

Various operations from tonsillectomy to the 
most radical procedures gave about uniformly 
bad results. Apparent disappearance of pharyn- 
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geal tumors have been reported from the use of 
radium, and Coley’s toxins have had a palliative 
effect on some sarcomata. Coley reports one 
adenosarcoma of the soft palate rendered operable 
by the use of the toxins. Dawbarn’s starvation 
treatment has also been used with apparently 
beneficial effect in some cases. 

Of fibromata, Mancioli collected in the litera- 
ture 65 cases between 1853 and 1902 and Brunetti 
collected 22 in the following seven years. Kelsey 
reports one osteofibroma. 


CARCINOMA OF THE LIP 


The early history of surgery of carcinoma of the 
lip is difficult to trace. It comes down to us 
mainly in two forms of treatment: cauterization 
with heat or with various cancer pastes and 
plasters, and the “V” excision, this latter being 
the much more recent procedure. The excision 
of glands for carcinoma of the lip became an 
established procedure even later than for car- 
cinoma of the tongue because of the apparently 
high percentage of cures that resulted from purely 
local treatment. Whether this apparent com- 
parative immunity of the lymphatics in lip car- 
cinoma is as high as the records of purely local 
operation would lead us to believe, is not certain. 

In cancer of the lip the disease may be dormant 
in the lymph-nodes for years aftér the primary sore 
is cured and then become active. 

Local excisions are still being practiced, though 
this is largely through ignorance of the more re- 
cently established facts, but in spite of this the 
results of local operation for early growths are 
extremely good. 

More recently the use of radium and the X-ray 
have come into vogue. Reliance upon them in 
operable cases is a backward step for they are 
hardly effectual when the glands are involved. 

As everywhere else late and incomplete treat- 
ment are responsible for the failures and there is 
no part of the body where carcinoma surgery 
should give more promise. 

A lesion may exist for a few months to years 
before it becomes microscopically malignant, but 
any wart as large as the tip of the index-finger is 
almost certainly malignant. The history of 
every case of fully developed cancer of the lip 
reveals the fact that at some period during its 
presence it presented characteristics that were 
identical with lesions known to be benign, and 
therefore Bloodgood concludes that there was a 
precancerous stage in each, a time when it was a 
purely local disease. 

Any sort of an irritation may precede the 
clinical development: smoker’s burn, trauma, and 
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fever blisters being the more common in the order 
named. Leucoplacia is present in about half 
the cases and seborrhoea is supposed to be a pre- 
disposing factor. From 15 to 20 per cent of 
cases are inoperable when presented for treat- 
ment. 

It occurs in increasing ratio from twenty years 
on but may occur before. Fifty-five to sixty 
years is the favorite age and as a rule the younger 
the patient the more malignant the growth. It 
is much more frequent on the lower lip than on 
the upper. On the lower lip the proportion of 
prickle or cubocellular cancers to the basal-cell 
cancers is between fifty and seventy-five to one, 
on the upper lip it is three to one. Its occurrence 
is six times as frequent laterally as in the mid- 
line; 90 per cent are in men and it is rare in the 
negro. Very rarely the skin surrounding de- 
velops a cancerous eczema. 

Steiner found that 84 per cent of recurrences 
and 71 per cent of primary cases presented them- 
selves within a year after the appearance of the 
growth, while in 76 per cent of the primary cases 
ulceration was present. 

Von Bergmann reports a case of spontaneous 
disappearance of epithelioma of the lip with 
later relapse, and the reviewer observed another 
case of spontaneous disappearance of what was 
most probably an epithelioma of the lip, with 
later a development of squamous carcinoma in a 
submaxillary lymph-node, without recurrence 
of the primary lesion. 

Bloodgood found that in cases in which a 
primary clean local operation was done the lymph- 
nodes were found to be demonstrably cancerous 
in 37 per cent of the cases, but in cases that had 
been subjected to incomplete operation or in- 
effective treatment the lymph-nodes were micro- 
scopically cancerous in 60 per cent. 

The glands may be definitely involved a few 
weeks after the appearance of the initial lesion or 
they have been found to be free from de- 
monstrable infection after eight months. Cases 
are reported in which the glands have become 
clinically cancerous at varying periods up to 
eight years after the successful removal of the 
primary growth. In a few cases the metastasis 
was discovered before the primary growth was 
noticed. In view of these facts most surgeons 
will advise at least a regional removal of lymph- 
nodes in all carcinomata of the lip but Bloodgood 
contends that in lesions that are clinically be- 
nign, even though the microscope shows very 
early malignant changes, there is no need of gland 
removal. 

The block excision of all lymph-bearing tissue 
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of one or both sides of the neck is needed only 
exceptionally. As a rule the removal of one or 
several groups of glands, as the submental, sub- 
maxillary, and upper deep cervicals of the af- 
fected side, is sufficient. In advanced cases the 
most radical operation may be insufficient. The 
submucous lymph streams are not supposed to 
cross the midline, while the cutaneous ones do. 
This has been taken as a basis in deciding as to 
whether the lymph-nodes of one or both sides are 
to be removed. If the growth involves the 
angle of the mouth the buccal group should 
be removed. 

Some operators remove the platysma with the 
submental and submaxillary nodes, while others 
leave it on account of the superficial position of 
one submental node. Bloodgood removes the 
anterior bellies of the digastric muscles, while 
others are content to dissect under them. In 
removing the submaxillary group the  sub- 
maxillary gland should always be included. 

The V-excision is most commonly practiced, 
especially for the smaller growths, though square 
excisions or excisions diverging toward the chin 
to include the lymphatic trunks have been rec- 
ommended even for the smaller lesions. In ad- 
vanced growths the free use of the actual cautery 
is coming more into favor, not only on the face 
but in the submental and submaxillary regions, 
after dissecting out adherent glands. After 
extensive cauterization, repair is made when 
the slough separates and inflammation subsides. 

After the classic excision, if the defect is not too 
great, repair is made by simply drawing the bor- 
ders of the wound together. In larger excisions, 
repair is made by flaps from the cheek or neck; 
where possible the mucous lining as well as the 
cutaneous surface should be restored. 

Bloodgood in a study of 20 spino- or cubo-cell- 
ular carcinomata of the lip divides them surgically 
into two groups: those in which the local growth 
was removed cleanly at one operation without 
previous treatment or irritation, which he calls 
primary cases; and those in which an incomplete 
operation was done or in which a piece was re- 
moved for microscopical examination or in which 
some form of ineffectual treatment was tried be- 
fore its complete removal; these latter he classes 
as secondary cases. His results were as follows: 
primary cases operated upon without removal of 
the glands, cures, 63 per cent; secondary cases 
operated upon without removal of the glands, 20 
per cent; primary cases operated upon with re- 
moval of glands found to be negative, cures, 95 
per cent; secondary cases operated upon with 
removal of the glands found to be negative, cures, 
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60 per cent; primary cases operated upon with 
removal of infected glands, cures, 50 per cent; 
secondary cases operated upon with removal of 
infected glands, cures, 20 per cent. 

Where the jaws have become involved hope of 
cure is almost nil. Local recurrence is more 
likely with medium-sized ulcers with close ex- 
cision than in the larger ones where wide ex- 
cision is done. 

Steiner had 70.1 per cent cures for a three-year 
period and 69.6 per cent for a five-year period, 
with ro per cent operated upon for a recurrence. 

Bartsch estimates the average length of life 
in cancer of the lip at three and a half years and 
permanent cures at 35 per cent. 

The Central Committee of Berlin for the com- 
bating of cancer estimates cures at 80 per cent. 

In recurrent cases cures are placed at about 10 
per cent while two-thirds of the recurrent cases 
die within a year. 

Sarcoma of the lip probably differs from sar- 
coma of these sites only in its rarity. 

Landon reports one case of sarcoma of the lip, 
refers to 2 cases in one textbook and 9 additional 
cases in the literature, only 3 of which proved tobe 
primary sarcoma of the lip. 

Markley says that the only textbook referring 
to sarcoma of the lip is the Duplay and Reclus 
“Surgery” of 1898. He finds three reported 
cases in the literature and cites one of his own. 

Langston reports one case. 

All of the above cases were of the lower lip, one 
causing enlargement of the cervical nodes. 


CARCINOMA OF JAW AND CHEEK 

Rohr states that suppuration of the antrum is 
a predisposing factor in carcinoma of the upper 
jaw. 

About the throat, nose, and its sinuses, where 
ciliated epithelium is found, this variety is first 
replaced by squamous epithelium before it shows 
recognized signs of malignancy. Basal-cell car- 
cinoma may develop in the antrum; it may be 
presumed that it is rare. Unless due to an ex- 
tension from the lips or cheeks, carcinoma of the 
jaw is almost exclusively a disease of elderly per- 
sons. It can arise only from epithelium and in 
most instances comes primarily from the mucous 
covering of the gums or the lining of the antrum. 
Schlatter cites one case in his practice in which 
the tumor arose within the body of the lower jaw, 
apparently metastatic from a cancer of the breast 
that had been removed three and a half years 
previously, and one from the upper jaw from the 
same cause. Balloch reports a basal-cell tumor 


of the lower jaw with removal of the left half and 
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part of the right half of the lower jaw after liga- 
tion of the carotids. ‘The common site of primary 
cancer of the upper jaw is within the antrum. 

Of the tumors which arise within the mouth, 
most of them seem to be in connection with dental 
or mechanical irritations. Leucoplacia is re- 
sponsible for some, and in this connection smok- 
ing must be regarded as a factor. In a number of 
cases the disease is an extension from the lip or 
cheek. Broadly, there are two clinical types of 
carcinoma of the jaws: the hard, ulcerating type, 
which usually appears on the lower jaw; and the 
soft, medullary carcinoma, which is found in the 
antrum and upon the oral surface of the upper 
jaw. Either may arise as papillomata, as they 
were first called by Kramer in 1847, while Hop- 
man added the designation “durum.” Von 
Bungner called them verruca cornea. Silz states 
that hard papillomata of the lower jaw are rarer 
than the soft variety and Hopman and von 
Bungner maintain that they are benign. They 
are true, hard, cauliflower-like tumors on the 
boundary line between benign and malignant ones. 
The symptoms of the hard and soft types of can- 
cer differ materially. The hard, ulcerating 
tumor grows more slowly, and in the earlier stage 
causes no pain; the induration and ulceration 
invade the neighboring surfaces much more 
rapidly than the deep tissues; the induration of 
this type is usually of a hardness that is unmis- 
takable. 

When seen upon the oral surface, the medullary 
carcinoma is usually very soft and is first noticed 
as a small papule which may bleed easily. As it 
extends it may take on a cauliflower appearance. 
It readily extends both on the surface and into the 
antrum, but does not ulcerate early. In tumors 
arising in the antrum or nasal cavity pain is an 
early and almost constant symptom. This may 
be localized in the form of a toothache, or diffused 
pain over the distribution of the fifth cranial 
nerve. As the tumor enlarges, there are symp- 
toms of obstruction of the nasal fossa and of the 
nasal ducts. The cheek becomes prominent; 
when the external bony wall is perforated the 
tumor may be felt in the soft tissues of the cheek. 
The skin may become discolored, but rarely 
ulcerates. The tumor may fungate into the 
mouth. These tumors usually invade the orbit, 
causing exophthalmos, with or without impair- 
ment of vision. 

Carcinoma of the lower jaw causes earlier 
evidence of involvement of the lymph-nodes than 
does the carcinoma of the upper jaw. This may 
be due to the fact that most of the lymphatics 
leading from the upper jaw empty into the inter- 
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nal maxillary and retropharyngeal nodes which 
are not palpable. 

The malignancy of medullary carcinoma when 
at all advanced is always evident from the rapid- 
ity and impartiality with which it invades all 
tissue with the exception of the teeth and eye-ball. 

The prognosis of carcinoma of the body or 
surface of the maxilla is usually considered to be 
very bad. Kénig believes in extremely radical 
operation. Of 48 cases, 19 died immediately, 
8 are in good condition or died of intercurrent 
diseases ten to twenty-six years after operation, 
2 operations are just recent, and all the others 
died of recurrences. The medullary tumor which 
attacks the maxilla, rapidly invades the neigh- 
boring tissues, and the lymphatics are usually out 
of the reach of surgery. Quénu reports one in 
which the anterior wall of the maxillary sinus 
was destroyed and the soft tissues of the face 
invaded, yet has been free from recurrence for 
ten years. With the hard cancer of the surface 
of the lower jaw the prognosis is much better. 
If seen early, it may be rather favorable after a 
proper operation. 

The treatment is free excision of the primary 
growth and, if the growth is on the alveolar sur- 
face of the upper jaw or on the lower jaw, excision 
of all of the lymph-nodes of that side or both sides 
of the neck. The plan of excision of the primary 
growth should correspond to its location and ex- 
tent. Carcinoma invades all tissues, and the 
excision should be planned to include all tissues 
to the extent of 1.5 to 2 cm. beyond the visible 
margin of the growth. Cancer of the cheek 
remains localized longer than cancer of the 
tongue or floor of the mouth, but tends early to 
involve the intermaxillary fold. For ulcerated 
carcinoma of the lower jaw which has apparently 
not invaded the tooth sockets, it may be well, 
all things considered, to retain 5 mm. of the lower 
border of the body of the jaw. Gensoul first 
made complete removal of the maxilla in 1827. 
Rabe collected 606 cases of major operations on 
the upper jaw between 1827 and 1873, with a 
mortality of 18.4 per cent. That antiseptic 
surgery had very little influence on the mortality 
is shown by Kromline who calulated the mor- 
tality as 21.5 per cent for 158 total resections in 
the antiseptic period of 1870 to 1897. K®énig’s 
mortality for excision of the upper jaw is about 
30 per cent, Eve’s 16.6 per cent, and Kromline, 
believing the high mortality due to aspiration 
pneumonia, bronchitis, etc., carried out the 
suggestion made by Heuter in 1867, doing the 
operation under a little morphine and suggestive 
anesthesia, reducing the mortality to 2.8 per 


‘ 
f 
q 


126 


cent. Percentages on excision of the lower jaw 
are not given, but Vallas says operations on the 
maxilla are better borne than those on the man- 
dible, and Faure also thinks they are less serious. 
Preliminary ligation of the external carotid is 
favored. Intra-oral operations have been done 
for removal of both lower and upper jaws but 
do not give free access. Prosthetic appliances 
should be inserted early before scar contraction 
takes place. Intratracheal anesthesia is largely 
displacing preliminary laryngotomy in_ these 
operations. 
SARCOMA OF THE JAW 

Several varieties of sarcoma occur in connec- 
tion with the jaws. Including the sarcomatous 
epulis, sarcoma is the most common variety of 
tumor of the lower, and next to carcinoma, the 
most common tumor of the upper jaw. They 
may be of the spindle, large or small round cell, 
or the somewhat doubtful alveolar variety, which 
is, with the exception of the melanotic sarcoma, 
the most malignant tumor appearing in the 
mouth; or the growth may be mixed in the char- 
acter of the cells which compose it. Any of 
them may contain sufficient fibrous tissue to 
make this a characteristic of the growth; they 
may form bone or cartilage. Rarely, melanotic 
sarcomata of the upper jaw have been observed. 
Fairbank in a report of 140 collected cases found 
that most occurred in women, mostly before twenty 
years, the youngest being in a child of eleven 
months and it was a melanotic sarcoma. 

Sarcomata may arise from the gums, the ant- 
rum, the surface periosteum, root membrane, or 
from the alveoli of the bone. If the sarcoma is in 
the upper jaw, it most often sloughs in the an- 
trum. The hard palate and frontal process of 
the upper jaw are least often involved. Sarco- 
mata arising from the periosteum are usually 
rather firm in consistency while those arising 
from within the bone are often very soft. Scud- 
der states that periosteal sarcoma does not arise 
from the alveolar border, but from the body of the 
bone. It is often stated that the periosteal vari- 
eties are less malignant than those of endosteal 
origin. This, however, seems not to take into 
account myeloma, which is a frequent endosteal 
tumor, and which is only locally malignant. 

A sarcomata arising within a tooth socket 
causes first a loosening, later a loss, of the tooth 
and is then inclined to fungate from the cavity. 
The periosteal varieties cause hard, irregular, 
somewhat fusiform swellings. The myelomata 
grow within the bone and cause a thinning and 
often irregular bulging of its walls, but can also 
cause a thickening of the gum tissue. Certain 
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of the true sarcomata which grow within the body 
of the bone cause a thinning and bulging rather 
than infiltration of its walls; and from personal 
observation, the writer is certain that they are 
among the more mildly malignant. In the upper 
jaw periosteal sarcomata may arise within, or 
endosteal sarcomata may invade the maxillary 
antrum, causing at first a thinning and bulging of 
its walls but later a perforation and involvement 
of the soft tissues by direct extension. Sarco- 
mata of the mouth may cause enlargement of the 
lymph-nodes, but, with the exception of the lym- 
phosarcomata, more often from septic absorption 
from the ulcerated surface than from an exten- 
sion of the disease itself into the lymph-nodes. 
Sarcomata seldom cause pain, at least in the 
earlier stages, though they may do so by pressure 
on nerve-trunks. The diagnosis should always 
rest upon a microscopical examination, to which 
it is a safe plan to subject every tumor. The 
various clinical symptoms which are ascribed to 
different tumors and different varieties of sarco- 
mata may be misleading in the individual case 
and if depended upon for a diagnosis may cause 
unnecessary mutilation or a disastrous delay. 
We have seen an adenocarcinoma in a girl of 
twenty years which clinically appeared to be a 
sarcoma but which had already infected the 
lymph-nodes. In another case its sarcomatous 
nature was entirely overlooked because there 
was little evidence of growth and a very extensive 
necrosis of one-half the body of the lower jaw. 
A microscopical examination of some hard granu- 
lations which lined the cavity proved its true 
character. No age is exempt from this disease. 
Coley attributes acute trauma as a cause in 23 
per cent of his 970 cases, which corresponds to the 
observations of others. Some fungate and ul- 
cerate early, while others attain immense size 
without ulcerating. Insome varieties the growth is 
rapid from the first, while in others it may be slow 
or remain in abeyance for years, only to take on a 
rapid invasive growth at a later period. 

With the exception of the myelomata and cer- 
tain slow-growing, large round-cell varieties, 
the treatment of all operative tumors is a radical 
excision, en masse, of all involved tissues well into 
the healthy structures. The lymphosarcomata 
and some of the others will demand the removal 
of the lymph-bearing tissue of the regions which 
drain the infected area. It is not always neces- 


sary or advisable to remove a half or whole of 
the jaw bone, but the excision should be made 
from 1 to 1.5 centimeters from the tumor all 
around, regardless of the tissue involved; but, 
where possible, the lower border of the maxilla 
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should be preserved. Gilmer has sounded a most 
timely warning against the indiscriminate ex- 
cision of the whole jaw for all varieties of sarco- 
ma. Schottlinder gives the cures in sarcoma as 
50 per cent. 

EPULIS 

Many writers in their descriptions of epulis 
follow the literal meaning of the term and include 
any tumor appearing upon the gums. The most 
succinct and intelligent description is in a recent 
paper by Ivy, who describes it as a circumscribed 
connective-tissue growth from the alveolar ridge 
covered with normal mucous membrane, except 
in so far as the latter may undergo secondary 
ulceration due to pressure necrosis, infection, etc. 
It may be confounded with papilloma, epithelio- 
ma, etc. There are hard and soft epuli. The 
hard epulis is slow growing, it may be years 
before increase in size is perceptible; it has a sharp 
line of demarcation, arises from the surface of 
the gum, and is slightly darker in color than the 
normal mucosa. It is a pure fibroma, ocassion- 
ally myxomatous, and may contain bone. The 
soft form is usually of rapid growth, arises from 
the interior of the bone, is dusky red, and may 
be partially covered by a shell of bone. X-ray 
may show the bone clearly eroded. These 
tumors belong to the giant-cell or myeloma type 
and may contain bone or cartilage. 

Confusion has arisen from describing the growth 
under different names and from describing en- 
tirely different growths under the name of epulis. 

Giant cells are strong presumptive evidence of 
non-malignancy even if the tissue appears to be 
sarcoma. 

Tumors of evident endothelial origin with 
giant cells scattered within the vessels are believed 
by Whitman and Ivy to be another and malig- 
nant group of giant-cell tumors. The unfor- 
tunate term sarcoma has led to needless resec- 
tions. Kiihner refers to go cases of epulis in the 
Tiibingen Clinic; the majority occurred between 
ten and forty years, and two-thirds were in women. 
Of 79 patients whose tumors were removed in the 
past thirty-five years, 72 were permanently cured, 
2 died from recurrence, and 5 others were cured 
by a secondary operation. 


CYSTIC TUMORS OF THE JAWS AND TUMORS OF 
DENTAL ORIGIN 

In 1872, Magitot published the first important 
’ work on cystic odontomata and attributed their 
origin to the development of the embryonic den- 
tal tissue. 

The clinically distinct type of cyst found in the 
jaws is usually considered in its origin to be 
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on to the dental strand or to a developing 
tooth. 

The true dental cyst, which is found in relation 
to the roots of usually dead teeth, may vary in 
size from minute sacs to the size of a lemon; 
is always supposed to have both a fibrous capsule 
and an epithelial lining, although the latter may, 
in the older cysts, become destroyed by pressure 
or suppuration. Oppikoffer reports 19 of these 
root-cysts, in which, microscopically, he distin- 
guished three layers of the capsule, one fibrous, 
one granular, and one epithelial. They are sup- 
posed to arise from dental rests, remains of the 
dental strand which are found in various parts 
of the jaw, and the formation of the cyst is de- 
pendent upon irritation. Malassez in 1885 
described these dental rests. The term dental 
cyst, on account of the loose way in which it has 
been applied, has been discarded by some, in- 
cluding New, but is retained by others and when 
properly used is expressive of the condition. 

The term dentigerous cyst, also objected to by 
some writers, properly includes cysts that con- 
tain a partially developed tooth, the cyst wall 
supposedly consisting of the sac of a permanent 
tooth which has become thickened and which 
the tooth has failed to pierce. Depending upon 
the thickness of the sac and a possibly bony 
content Bland-Sutton has subdivided them into 
follicular odontoma, fibrous odontoma, and 
cementoma. The contained tooth may be well 
developed or represented only by a denticle. 
Westmorland reports 43 cases of follicular odon- 
toma, all except one being in negroes. 

The cystic adamantinoma, multilocular cystic 
tumors, and epithelial cystic tumors are terms 
applied to a multilocular cystic mass appearing 
usually in the posterior part of the lower jaw, 
sometimes in the upper, at an average age of 
thirty-three years. They are usually described 
as containing epithelium, supposedly arising 
from the enamel organ, but Bland-Sutton and 
some others regard them as endothelial in origin. 
They are supposed to be mildly malignant and a 
few reported in literature have caused metastases 
in the glands of the neck. 

The dental cysts may appear at any age, 
dentigerous cysts after the second dentition, and 
the cystic adamantinomata usually at middle 
life. The most recent inclusive review on these 
cysts is by New. 

The term odontoma has been used to describe 
almost any sort of tumor or cyst of dental origin, 
and dentigerous cysts are usually placed with 
them. Gilmer objects to this broad classification 
and would exclude dentigerous cysts of all 
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varieties. Deformed teeth and masses of cemen- 
tum that are sometimes found about the roots 
of teeth, Bland-Sutton and Boca describe as 
radicular odontoma. Gilmer would include un- 
der the term of odontomata only nests of aber- 
rant tooth forms, united by cement but enclosed 
in a fibrous capsule, similar masses held together 
by granular calcific matter that resembles ce- 
ment, and those classified by Bland-Sutton as 
composite odontoma. All of these latter forms 
are supposed to develop independent of the nor- 
mal teeth, a full quota being present in the jaws. 

All of these tumors and cysts develop in the 
bone and are covered by a thin expansion of bone 
and all but the cystic adamantinomata may be 
lifted cleanly out of their beds. They are nor- 
mally covered by smooth mucous membrane 
but may become infected and ulcerate. They 
have frequently been mistaken for tumors of 
the jaw. 

There is much discussion as to the academic 
classification of these various forms but with the 
exception of the cystic adamantinomata there is 
considerable unanimity as to their nature and 
origin. 

Attached to the border of the gum in the in- 
cisor region may be found at birth one or more 
purplish tumors, the size of a tooth crown, which 
resemble the pedunculated tooth buds often seen 
near a cleft palate. Kaempfer describes them as 
odontoblastomata and believes they differ from 
every other form of tumor arising from the meso- 
blastic dental process or dental organ and that 
dentition may or may not follow. He finds 
eight in the literature and believes them rare. 
It is possible that these tumors are of more 
frequent occurrence as they are easily detached 
and often lost without detection. The dental 
ridge may fail to become inert after the proper 
number of teeth have been formed and go on 
producing them indefinitely. One case has been 
reported where upward of one hundred denticles 
have been repeatedly removed from a jaw. The 
reviewer had one case where there were ten well- 
formed teeth in the molar region on one side of 
the maxilla. 


SALIVARY GLAND TUMORS 
Tumors of the salivary glands are of extreme 
interest, both on account of the peculiar behavior 
of some and because, in spite of an immense 
amount of work that has been done on them, the 
exact nature of the largest group, the so-called 
“mixed tumors,” is still a matter of dispute. 
Congenital enlargement of the sublingual and 
of Blandin’s glands has been reported. 
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Lipomata, fibromata, angiomata, lymphangio- 
mata, and neuromata of the salivary glands have 
all been observed, but are of rare occurrence. 
They present no special symptoms peculiar to 
this situation and are to be treated as are simple 
tumors elsewhere. Dermoids have occurred in 
or near the salivary glands. 

Heineke gives an exhaustive bibliography of 
10 titles on lipoma, 22 on angioma, 6 on lymph- 
angioma, 299 on mixed tumors, 84 on carcinoma, 
33 on sarcoma, 11 on melanoma; with 45 illustra- 
tions of clinical cases and histologic pictures. 

Obstruction cysts may occur within a salivary 
gland, due to the blocking of one of the smaller 
ducts, when the accumulation of secretion and 
epithelial detritus causes a cyst filled with a 
glary mucous-like fluid. This is a somewhat com- 
mon occurrence in the sublingual gland, which 
constitutes one form of ranula, but is extremely 
rare in the other two glands, A cyst of this kind 
grows slowly. If obstruction occurs in a small 
duct leading from a lobule in the intra-oral part 
of the submaxillary gland, this cyst would also 
constitute a ranula; but if the obstruction was 
somewhere in the body of the gland it would bulge 
beneath the jaw. 

Salivary gland cysts, especially of the sub- 
maxillary gland, may become of great size. 
Street and Keen each removed one cyst weigh- 
ing seven pounds and Hays reports one weighing 
forty-seven pounds. Salivary cysts of the parotid 
are rare; Despres published the first case in 1868, 
in 1893 Kirmisson added one, and Pietri, who 
covers the whole literature of the subject, presents 
another. They are lined with cylindrical or 
stratified epithelium. Walker reports a hydatid 
cyst of the submaxillary gland. 

Inflammatory tumor is mentioned here only 
on account of its clinical resemblance to a tumor, 
but a chronic inflammatory mass with little in- 
clination to spontaneous recession and Mikulicz’ 
disease is probably also not a true tumor. The 
latter is characterized by a symmetrical somewhat 
elastic tumor of the salivary or lachrymal glands 
and the tonsils may share in the process. It runs 
a chronic, benign, non-inflammatory course with 
occasional fluctuations in the size of the tumor. 
All but Manelli agree with Mikulicz as to the 
histology which presents a lymphatic prolifera- 
tion with pressure destruction of the gland cells, 
but the term like “Hodgkins,” may be one of 
convenience. Carl Fischer has recently given 
a good description with a report of cases. + 

The most interesting of the salivary gland 
tumors is the so-called “mixed tumor” which is 
most common in the parotid, appears in the sub- 
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maxillary gland, rarely in the sublingual and 
lachrymal glands, in the palate, lips, and tonsils. 
They occur about nine times more frequently 
in the parotid than in the submaxillary glands. 
Sturgis, quoting Wood, found that in 59 cases 
of mixed tumors, 4 were in the lip, 2 in the 
pharynx, 2 in the neck, 1 in the cheek, and 1 in 
the palate. 

These tumors may be congenital or may ap- 
pear late in life, but they most often appear be- 
tween the ages of fifteen and thirty years and have 
a peculiar preference for the right side. They 
may arise within the substance of the gland or 
may be connected with it by a stalk, but they are 
supposed to always arise within the gland cap- 
sule. Parotid tumors may arise in front in the 
gland in the cheek, in the line of the mouth slit. 
Until they acquire or show malignant character, 
they are encapsulated, and at this time, unless 
situated very deep in the parotid, are easily re- 
moved. The gland may be found compressed 
and wrapped around a large tumor. When not 
malignant, they are always sharply defined but 
may be very lobulated. At first they are usually 
firm but later may be cystic. In the submaxil- 
lary gland they usually grow toward the neck, 
but in the parotid the direction of their growth 
will depend somewhat upon their original start- 
ing point; a deep tumor may grow toward the 
pharynx. After malignancy once becomes evi- 
dent they infiltrate rapidly and may ulcerate 
through the skin. Death from malignant mixed 
tumors, whether malignant from the first or 
acquired later, usually results in a few months. 
Death results more frequently from the local 
disturbances — such as dyspnoea, starvation, 
hemorrhage, or pneumonia — than from metas- 
tases of the lungs and other organs. 

The most common clinical characteristic is the 
fact that for a long time after these tumors are 
noticed they may grow slowly and then remain 
stationary for years, only to take on rapid and 
most malignant growth. With this sudden, rapid 
growth may come metastasis of the lungs and 
sometimes of the lymph-nodes. A few grow 
slowly but continuously without any period 
of apparent rest. They are often the size of a 
nut or small orange but may attain the size of a 
man’s head. When these tumors have persisted 
for a long time, especially in older people, they 
may become cystic. These cysts may reach an 
immense size, they may be tender in spots or 
may be painful, but are not necessarily so. When 
situated in the parotid, they often affect the 
seventh nerve. Salivation is sometimes a very 
prominent symptom. There is a most volumi- 
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nous recent literature on this tumor, mostly 
French and German. 

The histologic picture is most complex; Bland- 
Sutton, who calls them parotid sarcomata, says, 
“Tt is not unusual, in sections from parotid 
sarcoma, to meet with spindle cells, cartilage, 
myxomatous tissue, glandular acini, and fibrous 
tissue within an area of two centimeters square.” 
Butlin, Volkmann, Kauffmann, and Nasse be- 
lieve them to be of endothelial origin and that 
the cartilage-like substance is a product of the 
endothelial cells. 

Delanglade and Peyron describe a case of gland- 
ular epithelioma of the parotid with epidermoid 
evolution developing in the adult gland. This 
group of tumors was first described by Krom- 
pecher, Alezais, and Peyron. In his original 
work Krompecher, among 20 tumors of the paro- 
tid, describes only one of this group; but the 
examination of a number of tumors by Alezais 
shows that this proportion is too small. Poujol 
developed the idea of this evolution toward the 
epidermoid type which seemed to him to be in 
conformity with general anatomy. Since then 
his conclusions have been forgotten or passed 
over in silence by a series of authors who have 
preferred the ingenious hypothesis of Wilms’ 
school to rigorous observation of histologic facts. 
Hinsberg believes that the connective-tissue 
element are derived from Reichert’s cartilage 
or from the periosteum of the lower jaw. Aber- 
rant periosteum has been found. Paget, Ver- 
neuil, Planteau, Perachaud, and Pailler believe 
that the connective-tissue stroma originates from 
interstitial connective tissue and that the epithe- 
lial tissue is of glandular origin. A connective- 
tissue origin has also been attributed to the 
supposedly epithelial elements, epithelial ap- 
pearance of cartilagenous cells (Kauffmann), 
endothelial cells covering the epithelium and 
derived either from the endothelium of the blood- 
vessels or the lymphatics (Trolestro, Volkmann, 
Curtis and Phocas, Bosc and Jeanbrau, and 
Tonarelli). Some authors attribute an em- 
bryonic origin to these epithelial elements; 
according to Hinsberg they are derived from 
embryonic glandular tubes that were not utilized 
in the course of development of the gland. Pit- 
ance, Wilms, and Massabuau have admitted this 
origin; Cuneo and Veau also believe them to be 
of embryonic origin but consider them brachio- 
mata, and this is also the opinion of Vignard, 
Mouriquand, Fredet, and Chevassu. 

Wilms’ theory is that the tumors contain fully 
developed tissue and embryonic tissue, the flat 
epithelium being derived from the cavity of the 
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mouth or orbit, the mixed tumor elements de- 
veloping from embryonal nests of epithelium and 
mesenchyme which have been latent. The de- 
velopment of simple or complicated tumors de- 
pend upon the rate of growth and character of 
the elements. 

Massabuau gives his conclusions as follows: 
“Mixed tumors of the salivary glands are made up 
of two kinds of tissue, connective and epithelial. 
The epithelial tissue presents two different as- 
pects: (1) Masses of pavement epithelium of the 
malpighian type, the development of which may 
sometimes predominate and lead to the formation 
of veritable pavement epitheliomata inside the 
parotid and independent of the gland. The de- 
generation of the epithelial cells of the septa leads 
to the formation of pseudoglandular tubes of vari- 
able forms which the advocates of the epithelio- 
glandular theory have often taken for true 
acinous tubes. (2) The epithelial tissue also 
presents itself in the form of true glandular 
tubes, constituting true, small, acinous groups 
in the form of lobules in the midst of the tumor or 
leading to the formation of adenomatous tubes 
varying in size. Epithelial formations are also 
found that reproduce the exact structure of the 
excretory canals of the salivary glands.” 

These two kinds of epithelial formations, 
pavement epithelium and glandular epithelium, 
are very intimately connected in these mixed 
tumors; there are points where they seem to be 
interlaced and confused, where one seems to be 
derived from the other and where a malpighian 
proliferation seems to be taking its point of de- 
parture from a normal or adenomatous glandular 
tube. But when we examine the relation of the 
polymorphous connective-tissue stroma or masses 
of pavement epithelium, we find that there is no 
continuity between the two kinds of formations 
but only the contiguity by reciprocal penetra- 
tion and that we can often follow to its ultimate 
limits of proliferation the distinction between the 
elements of the epithelial type and of the connec- 
tive-tissue type. Neither the epithelial glandu- 
lar theory nor the endothelial theory are capable 
of explaining the histological structure of these 
complex tumors of the salivary gland. The 
branchial theory does not give a perfect explana- 
tion of the different localizations of these mixed 
tumors (on the lips, the cheek, and the veil of the 
palate), and especially does not explain the 
presence in these tumors of epithelial formations 
of normal or adenomatous glandular type. The 
only theory that perfectly explains these tumors 
is that which attributes their origin to ectomeso- 
dermic remains of the embryonic bud destined to 
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form the glands themselves; it is only one special 
fact in the history of the development of mixed 
tumors in glandular organs. It explains the 
neoformation of pavement epithelium as well as 
of normal or adenomatous glandular epithelium, 
the primitive ectoderm of the buccal region lead- 
ing in these tumors to the differentiation toward 
which it evolves normally. It explains perfectly 
the intimate intermingling of the two kinds of 
epithelial proliferations. It does not need to 
invoke, as does the endothelial theory, the idea 
of cellular metaplasia to explain the develop- 
ment of the polymorphous connective-tissue 
stroma of these tumors. 

The treatment: of parotid tumors that are 
clinically benign is removal; the seventh cranial 
nerve should be preserved. 

Heineke estimates the frequency of benign re- 
currences to be 30 to 40 per cent. ‘Tixier reports 
one success after the third operation. Kiittner 
puts the malignant transformation at 28.7 per 
cent; Erich thinks this too high, while Wood puts 
it at 25 per cent. Butlin believes paralysis of 
the seventh nerve to be one evidence of malig- 
nancy, while sudden growth is also suggestive. 

The average age at which parotid tumors come 
to operation is eight years. When malignancy 
develops complete extirpation should be prac- 
ticed, including the lymph-nodes. The parotid 
gland cannot be completely removed without at 
least partial resection of the ramus. When the 
growth has gone beyond the capsule of the gland 
there is little hope of cure. 

A number of cases of carcinoma of the salivary 
glands, of the scirrhous and medullary type, are 
reported. Hendon up to 1909 collected 474 
cases and reports 5 of his own. Tourneux and 
Ginesty believe that primary epithelioma of the 
submaxillary gland is rare. Chevassu in 1910 
collected 6 cases, and Jacques reports a case of 
cancer developing in an old tubercular infection 
of the parotid fossa. 

Cases diagnosed as adenomata, peri-endothe- 
liomata, cylindromata, myxo-endotheliomata, 
and cystic adenomata have been reported, but 
considering the complicated character of the 
mixed tumor and the lack of agreement as to its 
nature it is probable that these various tumors 
should be classed with them. 

Lambret and Pelissier, in reporting a case of 
adenoma of the parotid, state that Broca pub- 
lished the first case in 1875 and that these adeno- 
mata are of rare occurrence. Nasse reported 
four cases in 1892; Lexer, Ribbert, and Lecene 
have also described cases. Volkmann denies the 
existence of this tumor. 
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If one does not accept Bland-Sutton’s conten- 
tion that mixed tumors of the parotid are sarcoma 
then sarcoma of the parotid must be considered 
very rare. Alhaique, in reporting a case of peri- 
epithelioma of the parotid, states that similar 
tumors have been described by Waldgen as angio- 
sarcoma; by Pwetsky as plexisarcomata, by 
Bozzoloe and Bizzozero as alveolar endothelio- 
sarcoma, by Billroth as alveolar sarcoma, by 
Sattler as carinosarcoma, by Bobinas epithelioma, 
by Hanseman as endotheliocarcinoma, by Virch- 
ow as psammoma, and by Henle as cylindroma. 


THE RADIUM TREATMENT OF MOUTH TUMORS 

In view of the special interest that radiation 
treatment has aroused both in the minds of the 
profession and the laity, abstracts from some of 
the leading papers on this treatment of buccal 
growths are here appended. 

A report of the work carried out at the Radium 
Institute, London, from January 1 to December 1, 
1914, shows that epitheliomata of the buccal, 
lingual, and pharyngeal mucous membranes are 
usually refractory, but the new method of burying 
a radium tube within the nodule has given en- 
couraging results in cancer of the tongue. The 
best results in sarcoma are those of the tonsil and 
postnasal space. The results.in nevi are good 
if blanching is accomplished with little pressure, 
while rodent ulcer is the disease which gives the 
best response to radium treatment. 

The report from the Royal Infirmary at Edin- 
burgh is practically similar to the foregoing, giv- 
ing the possible cause of failure as the difficulty 
of administering a sufficient dose in such positions. 

Abbe says that radium is the only remedy for 
leucoplacia and a specific for giant-cell sarcoma, 
while Pfahler believes the best results are given 
by a combined treatment of excision or electro- 
thermic coagulation together with réntgen ther- 
apy. 

Blumenthal of Berlin reports favorable action 
of the X-ray after intravenous injections of 
atoxyl, and Seilmann obtained a certain amount 
of amelioration in a carcinoma of the tongue. 

Great hopes were entertained at first of réntgen 
rays and then of radium, but both failed until 
Dominici devised his technique for the use of 
ultrapenetrating rays. Some very superficial 
cancers disappeared after the application of rays 
to the surface but those which infiltrated the 
muscle were refractory. Then Dominici and 
DeMartel adopted the plan of introducing a 
radium carrier into the tumor for about twenty- 
four hours. One case of cancerous ulcer of the 


posterior half of the border of the tongue appeared 
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to be completely cured after one application. 
Several cancers treated thus have improved 
materially; the infiltrated tissues have become 
supple, and hemorrhage and pain have disap- 
peared. In very extensive cases there is con- 
siderable oedema that may interfere with the 
respirations, and the patient should be warned 
of this possibility. 

Barcat says that certain tumors of the floor 
of the mouth toward the anterior part of the base 
of the tongue may be gradually absorbed under 
the use of the Dominici tubes; this treatment is 
accompanied however by a very painful radium 
dermatitis. It is therefore advisable to combine 
the radium treatment of these cancers with sur- 
gery. This may be done by performing the oper- 
ation first and then giving radium treatment, or 
a tunnel may be made between the deep layers 
of the cancer and the sound tissue, the radium 
tubes inserted and left in place about forty-eight 
hours. 

Morson gives the effects of radium irradiation 
as follows: 

1. Rapid degeneration of malignant cells near 
the radium tube. 

2. Apparent enlargment of the cell nuclei be- 
yond the degeneration area. 

3. Loss of the reproduction function of the 
cancer-cells. Thrombosis occurs, which cuts off 
the supply of blood to the tumor. In a few cases 
decrease in the size of the gland metastases was 
noticed. 

Pusey thinks X-ray treatment as efficacious as 
any other non-radical treatment and claims that 
it does not aggravate proliferation and that failure 
is due to faulty technique. 

That radium promotes instead of checking 
cancer is the conclusion forced upon Rovsing by 
the tragic experience of whipping small indolent 
growths into rapid malignancy. He says his 
failure is not due to faulty technique, as the ap- 
plications were made according to the approved 
methods in vogue at Heidelberg. He gives 
citations of cases. Czerney and Kaan found in- 
creased malignancy of tumors of the mucous 
membrane of the cheek after radium treatment; 
Wickham and DeGrais had similar results. 
Exner had good results from a combination of 
excochleation and irradiation with medium doses 
of weakly filtered rays. The cases remained 
free from recurrence for four years. Schindler 
thinks radium should be used post-operatively 
and in inoperable cases, 20 to 30 mg. of radium 
being sufficient for treatment. If too small 
doses are given, however, the cancer is stimulated 
rather than cured. He treated seven cases, in 
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two of which he did not have large doses at com- 
mand and used moderate doses; temporary im- 
provement was noticed, but later increased pro- 
liferation of the remaining carcinoma-cells oc- 
curred. In another case he used large doses of 
strongly filtered rays post-operatively in a case 
which one surgeon had rejected as inoperable, 
with freedom from recurrence after more than 
two years. In another inoperable case he used 
similar doses with like good results. In a 
case of carcinomatous ulcer of the mucous mem- 
brane of the cheek complete cicatrization was 
obtained, but later there was a recurrence in the 
edge of the original lesion. Of three cases irra- 
diated, post-operatively, two of the three recurred, 
one after two years and one after fifteen months. 

Bloodgood says that radium treatment in 
operable cases causes dangerous delay. 

Lazarus’ experience in the radium treatment 
of malignant tumors is based on 600 cases. Even 
the inoperable tumors of the pharynx which are 
difficult of access sometimes showed marked 
improvement after this treatment, while tun.ors 
of the mucous membrane of the cheeks and es- 
pecially tumors of the mucous membrane of 
the mouth are refractory. 

Newcomet gives interesting tables and citations. 

A critical review of the literature of radiation 
for the cure of malignant growths in general and 
especially those of the mucosa about the mouth 
convinces the reviewer that, with few exceptions, 
its application to operable ulcers and tumors is 
not good surgery. There are certain epithelioma- 
ta occurring on the upper part of the face that 
do not respond well to reasonable excisions, and 
it is in these that radium has given good results; 
whether the final outcome from radiation of these 
will equal that from the free use of the actual 
cautery remains to be seen. For extensive rodent 
ulcer it is the best treatment. 

Some very good preliminary reports have been 
made of radiation of connective tissue and 
epithelial growths of the pharynx, a region par- 
ticularly inaccessible to surgery. With regard 
to the oral cavity itself, epithelial growths oc- 
curring here have proved particularly refractory 
to radiation in most reported cases, and its use 
here seems to offer few advantages over other 
forms of “medical” treatment in operable growths 
and all of the disadvantages of delay. It does, 
however, as a rule help to allay pain; this being 
at least one good reason for its use in inoperable 
growths of the mouth cavity proper. 

Even the advantage of radiation in combina- 
tion with excision is not an unequivocal practice 
on account of the suspicion that has arisen that 


the use of the rays may accelerate rather than 
retard the proliferation of remaining cells after 
incomplete removal. 

One must also make allowance for the enthu- 
siasm of the workers in this field, legitimate 
enthusiasm without which no investigation can 
be carried on; and also for the fact that the 
reports emanate from well-equipped institutions 
and clinics operated by men possessing a very 
large experience, and no matter how successful 
their results, these bear little relationship to those 
cases that will come to inexperienced operators, 
working with an insufficient armamentarium. 

The man with an X-ray tube or a tube of 
radium of insufficient activity who is willing to 
apply it indiscriminately to all growths that may 
be presented to him for treatment is no better 
than any other kind of cancer quack and, in the 
present state of indiscriminating enthusiasm in 
the lay mind, he is much more pernicious. 
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ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY 
SURGICAL TECHNIQUE 


ANZSTHETICS 


Bevan, A. D.: Choice and Technique of Anzs- 
thetic. J. Am. M. Ass., 1915, lxv, 1418. 


It is the purpose of the author’s paper to analyze 
the many existing methods of anesthesia with the 
object of determining, if possible, in a judicial way, 
what anesthetics should be selected and what 
technique should be employed in a general surgical 
clinic. In making this analysis and in arriving at 
conclusions, certain requirements have been kept 
in mind: (1) the safety and comfort of the patient; 
(2) the efficiency of the anesthetic agent; (3) con- 
trol, avoiding anesthetics which cannot be with- 
drawn with the first appearance of danger; (4) the 
simplicity and general adaptability of the method; 
(5) after-effects on blood-tissues and _ viscera; 
(6) complications, vomiting, etc.; and (7) effects 
on immunity against pus organisms, pneumococci, 
etc. 

He has analyzed the following:- chloroform, ether, 
nitrous oxide gas, scopolamine and morphine, 
spinal anesthesia, blocking, infiltration, intra- 
venous, general and local, intrarectal, intratracheal, 
intrapharyngeal, mixtures, sequences, and anoci- 
association. 

The complicated sequence of scopolamine and 
morphine, gas, oxygen, ether, novocaine and quinine 
and urea hydrochloride is a method open to many 
objections. The scopolamine and morphine add 
distinctly to the risks of the patient and should be 
omitted. The gas-oxygen plus ether, if used alone, 
is an acceptable anesthetic sequence, but not so safe 
a routine anesthetic as drop ether and gas and 
oxygen used alone in properly selected cases. 
Novocaine used alone in infiltration anesthesia is of 
great value and has a wide field of usefulness. Used 
in this sequence it has little value, certainly none in 
preventing shock. Quinine and urea hydrochloride 
has no value in this sequence and used alone as an 
anesthetic cannot compete with novocaine and 
epinephrin. He believes, therefore, that we must 
reject both the theory and the practice of anoci- 
association. 

The final results of his analysis of the anesthetic 
problem are summarized as follows: 

1. Drop ether should be today chosen as the 
standard general anesthetic when a _ prolonged 
anesthetic is desired with relaxation and uncon- 
sciousness. 


2. Intrapharyngeal ether should be chosen in 
mouth and jaw cases when it is desirable to remove 
the anesthetic apparatus from the operative field. 

3. Gas should be chosen in short anesthesias in 
which unconsciousness is desired, and in special 
cases, such as kidney insufficiency. 

4. Local infiltration anesthesia should be chosen 
when the surgeon has the full co-operation of the 
patient and when the field of operation can be com- 
pletely infiltrated and anesthetized by a safe amount 
of novocaine and epinephrin. 

These four simple and safe methods can be made 
to cover all surgical cases. This places anesthesia 
on a very simple, unpretentious basis. 

Epwarp L. CorNeELL. 


Jackson, D. E.: A New Method for the Production 
of General Analgesia and Anesthesia. J. Lab. 
& Clin. Med., 1915, i, t. 

The author presents a new method for producing 
and maintaining any desired and attainable degree 
of analgesia or anesthesia, depending on the pharma- 
cological action of the anesthetic substance used. 
The method may be used to administer nitrous 
oxide, ether, chloroform, ethyl chloride, ethyl 
bromide, ‘‘somnoform,” etc. Oxygen (and never 
any air) is administered with these anesthetics in 
proportions suitable to maintain the patient in a 
satisfactory condition. None of the oxygen or any 
of the anesthetic substance is allowed to escape to 
the surroundig atmosphere. Thus only one initial 
administration of the anesthetic is required for a 
prolonged anesthesia, for this initial dose (nitrous 
oxide, ethyl chloride, etc.) is retained within the 
tissues of the patient and in the apparatus through- 
out the anesthesia. Only so much oxygen as the 
patient actually consumes need be given. Asphyxia 
is completely controlled by washing the respiratory 
medium (including the anesthetic gas or vapor) 
through a solution of sodium, calcium, potassium, or 
barium hydrate which absorbs the carbon dioxide 
exhaled by the patient, while at the same time the 
necessary amount of oxygen is added to the respira- 
tory medium (and anesthetic gas or vapor). 

The method can best be explained by reference to 
Figs. 1 and 2. Fig. 1 represents a diagrammatic 
plan of the apparatus. A small motor (1) by means 
of a belt operates a small rotary air pump (2). 
From the pipe (32) air (or other gaseous medium, 
e.g., nitrous oxide and oxygen) enters the pump. 
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Fig. 1. Schema showing the general plan of the ap- 
paratus together with the head-piece, breathing-bag, and 
muzzle as arranged for use with ani . The arrows 
indicate the direction of the air-current. No. 35 represents 
the oxygen tank and No. 36 the nitrous-oxide tank. 
reality the apparatus carries two tanks each of oxygen 
and nitrous oxide. 


This air is rapidly forced out again at pipe (3), 
through which it (passing by valve 4) passes through 
valve (5), thence passing by the air-cock (6) by 
pipe (7) to the wash-jar (9), containing a strong 
aqueous solution of sodium and calcium hydrates. 
(Barium or potassium hydrate may also be used.) 
This jar contains a special glass washing device (8). 
From the wash-jar the air passes out through pipe 
(10) to the Woulff bottle (12) which serves as a 
safety device, permitting the operator to see that no 


fluid, etc., ever passes out toward the patient. 
Through pipe (13) the air (and anesthetic) passes 
to the face-piece and breathing-bag which in Fig. 1 
is made for dogs. The connection between pipe 
(13) and the metal tube (13a) is effected by means 
of a rubber tube having an inside diameter of three- 
eighths of an inch and a length of three or four feet, 
depending on the convenience of the operator. 
Tube (13a) passes into the metal cylinder (14) and 
then turns upward at a right angle, becoming pipe 
(15). From the top of this pipe the air (and anes- 
thetic) is blown out into the breathing-bag (16) 
which is made of very thin rubber and is supported 
in an upright position by means of a coiled metal 
spring fastened to the top of pipe (15). This spring 
is shaped like a, horseshoe and is very flexible. ‘The 
bag should be one and one-half or two times the 
vital capacity of the animal or patient treated. The 
neck of this bag is stretched (air tight) over the 
upper end of the'cylinder (14). From cylinder (14) 
a tube (17) conducts the air, etc., away from the 
breathing-bag (and animal or patient). Here 
another rubber tube:exactly like the one connecting 
pipe (13) with tube (13a) is used to connect tube 
(17) with pipe (21). Thus the air, etc., circulates 
rapidly and freely through the breathing-bag. But 
the air in this bag is not under any increased pressure 
(above that of the surrounding atmosphere) unless 
the operator purposely overfills it. For animals 
(dogs) a metal muzzle (18) is used. This carries a 
heavy piece of rubber dam which is tied (air tight) 
over the base of the muzzle. In the center of this 
rubber dam is a round opening through which the 
dog’s nose and mouth are thrust. The muzzle is 
held on by leather straps. The flange (19) connects 
with the breathing-bag (16) by being slipped tightly 
over the flange (20). Thus the animal breathes 
freely back and forth into and out of the bag. The 
face-piece and breathing-bag for man (Fig. 2) 
are constructed on the same principle except that 
there is a large hinged doorlike valve at the neck 
of the bag which may be closed to retain the anes- 
thetic within the bag when the face-piece is removed 
(e.g., if the patient vomits). 

From pipe (21) the air passes through a check 
valve (22), which prevents accidental reversal of 
the air current, thence by pipe (23) to the wash 
jar (25), which contains sulphuric acid. This re- 
moves the excess of watery vapor which has been 
exhaled by the patient and also sterilizes the air. 
Both the acid and the sodium hydrate solution serve 
to constantly repurify over and over the anesthetic 
as it circulates through the apparatus. 

From the jar (25) the air passes through pipe (26) 
back to the pump (passing by air cock [28] and valve 
[33] and through valve [34]). This completes the 
circuit of the air (and anesthetic) which meanwhile 
has lost some oxygen to the patient, but has ac- 
quired some carbon dioxide from the patient. This 
carbon dioxide will be quickly removed from the air 
by being absorbed by the sodium hydrate solution 
(sodium carbonate being formed). The oxygen is 
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Fig. 2. General view of the right-hand side of the ap- 
tus. The face-piece and breathing-bag as arranged 
or man are shown at the top of the apparatus. Just to 


replaced from a tank (35) from which a tube (37) 
leads to the wash bottle (39). From the bottle a 
tube (40) leads through the air-cock (6) into the 
air system. A nitrous oxide tank (36) is similarly 
arranged for administering nitrous oxide. 

It is thus seen that the lungs of the patient, the 
breathing-bag, and the apparatus form a closed 
air system. From the lungs of the patient oxygen 
and any anesthetic substance contained in the 
respiratory medium may be absorbed by the pa- 
tient’s blood and carried out to his tissues. Thus if 
the respiratory medium contains 90 per cent N,O 
and 10 per cent oxygen, these gases will be ab- 
sorbed (according to the relative affinity of the 
patient’s blood and tissues for each) in their corre- 
sponding proportions. Since there is no escape to 
the outside atmosphere and N,O is not decomposed 
either by the patient’s tissues or by the sodium hy- 
drate or sulphuric acid, it is evident that only one 
initial injection of nitrous oxide is needed to pro- 
duce and maintain a prolonged analgesia or anes- 
thesia. The degree of the analgesia or anesthesia 
should remain practically constant, since all elimina- 
ted CO, is quickly absorbed in the apparatus and 
the oxygen actually needed by the patient is con- 
stantly injected into the system from the tank (35). 
These same principles also hold good for chloroform, 
ether, ethyl chloride, ethyl bromide, etc. 

The anesthetic is automatically warmed by the 
sulphuric acid (which becomes warm from its ab- 
sorption of watery vapor), and also by the pump 
which warms the air passing through it by compres- 
sion and by friction. Just before it goes to the 
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the left of the bag is shown a 25-ccm. burette (graduated 
to tenths of a ccm.) used for the injection of ether, chloro- 
form, etc., into the air system. 


patient the respiratory medium receives moisture 
from the sodium hydrate solution, so that by vary- 
ing the amount and quality of acid used, the relative 
humidity of the air may be regulated. 

Most of the experiments have so far been per- 
formed on dogs. The article contains a tracing of the 
blood-pressure and respiration of a dog under nitrous 
oxide anesthesia, “ax was continued for more than 
five and one-half hours. Both the blood-pressure 
and respiration remained practically constant 
throughout this period. A rather unsatisfactory 
theoretical calculation has shown that for a dog 
weighing 15 pounds (one-tenth the weight of an 
adult man) nitrous oxide anesthesia by this method 
should cost approximately $0.0399 per hour. The 
author believes that he has probably used more 
oxygen and sodium hydrate than this figure would 
represent, but he has wasted a good deal of these 
substances in various experimental procedures. 
The nitrous oxide used is probably within the limits 
of its relative proportion of the cost indicated. 
The cost should be less for anesthesia with ether, 
chloroform, etc. The greatest expense for anes- 
thesia by this method will probably be the cost of 
the oxygen, and this is regulated by the amount 
actually consumed, as none is allowed to escape. 

In Fig. 1 a burette (31) is connected by a rubber 
tube (29) to the air-cock (30). From this burette 
ether, chloroform, etc., may be administered in 
exact dosage. Another air-cock (28) carries a 


short piece of rubber tubing (27) through which 
very volatile substances, as ethyl chloride, ethyl 
bromide, etc., may be injected into the air system. 
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If the pump be stopped for a time carbon dioxide 
will accumulate in the breathing-bag. Thus any 
desired amount of rebreathing of carbon dioxide 
may be accomplished. During this period the 
amount of the anesthetic within the tissues (and 
central nervous system) of the patient may remain 
perfectly constant, and at the same time oxygen 
may or may not be administered, as the operator 
desires. Thus at all times the anesthetist has 
command of (1) the exact amount of anesthetic ad- 
ministered, (2) the amount of oxygen given, (3) 
the extent (if any) of carbon dioxide rebreathing 
which he desires the patient to have. Each of 
these factors may be controlled separately and inde- 
pendently of the others. Any desired sequence or 
combination of the above anesthetics may be ob- 
tained. A few drops of oil of bitter orange peel 
may be injected into the air system to perfume the 
air and conceal the odor of the anesthetic if desired. 
By special adjustment the apparatus may be used 
for intratracheal insufflation. 

It is one of the basic principles of pharmacology 
that most anasthetic substances which are admin- 
istered through the lungs by inhalation, are almost 
totally excreted again by exhalation from the lungs. 
By means of the constant circulation of the air 
within the machine, the exhaled anesthetic is 
simply carried around, washed through the sul- 
phuric acid and sodium hydrate solution, and again 
returned to the animal for rebreathing. 


Beates, H., Jr.: A Report of Practical Experience 
with Narco-Anesthesia. Am. J. Surg., 1915, 


XXiX, 345. 


The author records his experience with narco- 
anesthesia. The first claim of advantage is the 
avoidance of apprehension and distress accompany- 
ing ether anesthesia; another is the diminished 
respiratory disturbance from hypersecretion of 
mucus which, if accompanied by struggles of the 
patient, makes, especially in unskilled hands, in- 
duction with ether anything but smooth. For 
narco-anesthesia is also claimed elimination of 
gastric disturbance and advantages of long rest fol- 
lowing the operation, the patient awaking from 
unconsciousness without nausea and without pros- 
trating relaxation. A further advantage claimed is 
the avoidance of the disintegrating effect and 
functional disturbance of the erythrocytes which 
contributes so largely to surgical shock. The in- 
ference is that shock is largely the result of appre- 
hension and fear, and unconsciousness from ether 
alone still leaves the cerebrum vulnerable to shock 
from trauma, as Crile teaches; therefore, narcotics 
are indicated, with or without ether. Post-opera- 
tive ileus is totally absent. 

The technique of the method is as follows: An 
hour and a half before operation a hypodermatic 
injection of 1/50 of a grain of scopolamine hydro- 
bromide and 1/6 of a grain of morphine is given. 
A half hour later this is repeated and again twenty 
minutes after the second; the third, perhaps, without 


the morphine. At the time of the third injection 
an enema is given of two fluid ounces, each, of 
spiritus etheris compositus and spiritus frumenti 
with four ounces of water. As a rule, sufficient 
narco-anzsthesia has been induced by this time to 
render practicable the performance of any op- 
eration. Occasionally, the patient only slowly be- 
comes somnolent, opening his eyes when transferred 
to the operating table. More rarely he is awake 
enough to raise his head and look about, conscious- 
ness, however, being absent, or, at least, no recol- 
lection thereof remaining afterwards. In such a 
case, another injection, now of apomorphine hy- 
drochloride is given, which accomplishes the de- 
sired narco-anesthesia within three to five minutes. 
In only one instance did any vomiting follow the use 
of apomorphine. It is claimed that the synergistic 
effect of the latter, combined with the preceding 
injections, fails to produce the full physiological 
effects of equal doses of morphine alone; for example, 
the pupil is not contracted and the respiration not 
modified; the flushing of the face is less than with 
the scopolamine alone. Practically one in twenty- 
five cases demands a fourth and, still more ex- 
ceptionally a fifth, injection of the scopolamine- 
morphine combination; but, even in these cases, the 
claim is made, the respiration was but little modified 
and the toxic manifestations of equal doses of either 
morphine or scopolamine alone were absent. 

In cardiorenal and arteriosclerotic cases it is 
urged in preference to ether, a surprising result being 
no lessening of renal function, unless five injections 
were given and then “‘but slightly for a few hours.” 
An attendant should be at the patient’s head watch- 
ing for any respiratory obstruction from the tongue 
falling back. The opinion is expressed that some 
of the reported fatal cases of scopolamine anesthesia, 
“not narco-anesthesia,”’ were instances of asphyxia. 
The use of tongue-forceps, by the way, is properly 
condemned. 

In cases of operation for mammary carcinoma, 
for example, consciousness was regained in from 
three to seven hours without disastrous after-effects 
and with ability to take nourishment earlier and 
more liberally than after ether. 

The fear of post-operative ileus in abdominal 
operations was not realized in any case. The ab- 
sence of nausea and vomiting commends narco- 
anesthesia for hernia, and for extensive plastic 
operations, as for complete procidentia. The ab- 
sence of changes in the blood is another argument 
put forth, and ophthalmic operations, as iridectomy 
and for cataract, have been successful. Other 
cases were suprapubic prostatectomy, thigh am- 
putation, and nephrectomy. The delirium which 
has been said to accompany scopolamine anesthesia 
was not manifested in a single case of this combina- 
tion. 

“Twilight sleep” must not be confounded with 
narco-anesthesia. The author is bold enough to not 
only recommend it for children but urges that large 
doses for tonsillectomy are necessary to produce 
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absolute abolition of the pharyngeal reflexes, the 
prolonged narcotism, however, necessitating the 
inconvenience of an intelligent attendant remaining 
with the little patient until he is fully conscious. 

In neck operations, such as thyroidectomy and 
tuberculous glands, it aids the freedom of the pro- 
cedure. The complaint from ether being the tur- 
gescence of veins caused by struggles of the patient. 

Three months’ experience led Beates to apply it 
also for such post-operative treatments as removal 
of drains, wound packing, etc. Franx W. PINNEO. 


Cole, H. P.: Some Observations on Local Anzsthe- 
sia. Tr. South. Surg. & Gynec. Ass., Cincinnati, 
1915, Dec. 


Cole presents a résumé of 115 major operations 
which he performed in his clinic within the past two 
years. This group includes 87 abdominal operations 
upon the appendix, gall-bladder, stomach, intestines, 
ovary, and uterus. He reports one case of nephrec- 
tomy, three cases of radical amputation of the 
breast for carcinoma, two cases of decompression of 
the skull, one of exenteration of the orbit for 
sarcoma. 

Seven abdominal operations were performed dur- 
ing pregnancy without maternal mortality. 

Seven major operations were performed upon 
children under two years of age, with one death 
from bronchopneumonia twelve days after the 
estavlishment of a Littré artificial anus in a child 
3 days of age. 

Forty-seven cases were operated upon between the 
ages of 50 and 87, with a mortality rate of 4.5 per 
cent — 2 deaths. The death in one case occurred 
on the eighth day following enterostomy on the 
fifth day of ileus and peritonitis in a patient 65 
years of age. The second death occurred on the 
fourth day following drainage on the sixth day of 
peritonitis in a patient 68 years of age. 

Cole concludes that the selection of local an- 


SURGERY OF THE 


HEAD 


Tabuteau, G. G.: The Treatment of Gunshot 
Wounds of the Head, Based on a Series of 
Ninety-Five Cases. Brii. M.J., 1915, ii, sor. 


The author comments upon the very frequent 
discrepancy which is noted between the lesion in the 
scalp and skull. A small, insignificant wound of the 
soft tissues may be accompanied with extensive 
fracture of the underlying bone, and vice versa, a 
large scalp wound may be free from fracture of the 
skull cap. 

Severe damage to the skull may be unaccompanied 
by definite symptoms, and this in itself should serve 
as a warning to examine all scalp wounds very care- 
fully for bone lesion. Undiscovered fractures, 


depressions, etc., often lead to complications. 
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zsthesia as the anesthetic of choice in cases offering 
grave mortality risks is a factor of safety too potent 
to be neglected. 


SURGICAL INSTRUMENTS AND APPARATUS. 


Bowers, L. G., and Ross, L. F.: A Simple and 
Satisfactory Closed Ether Apparatus. Surg., 
Gynec. & Obst., 1915, xxi, 521. 


The apparatus consists of a U-shaped pipe 
(plumber’s trap) one and one-fourth inches in diam- 
eter with arms two and five inches long respectively. 
The rubber bell of a “plumber’s friend”’ is fitted 
over the short arm to form the mask after being cut 
to fit over the nose. Several masks with various 
shaped nose openings are necessary. A No. 3 
soft rubber English ice-bag is fastened over the long 
arm with a rubber band. A small hole to admit 
air is punched in the mask or drilled in the pipe at a 
point where it may be conveniently covered by the 
anesthetist’s finger. 

Six ounces of ether are poured into the bag and 
the mask gradually lowered over the face with the 
air vent open. The vent is then gradually closed 
and kept closed except when necessary to admit air 
to prevent cyanosis. 

The advantages are: 

1. The lessened frequency of nausea and shock 
due to the small amount of ether used, four ounces 
being sufficient for an average abdominal operation. 

2. The lessened bronchial irritation due to the 
use of warm ether vapor. 

3. The rapid induction of anesthesia and its 
easy control. 

4. The stimulation of the respiratory center by 
the rebreathed carbon dioxide. 

5. The absence of ether vapor from the operating 
room. 

6. The simplicity, cheapness, and portability of 
the apparatus. 


HEAD AND NECK 


One case in particular is pointed out to show the 
necessity of proper surveillance over what may 
appear to be a mere scalp wound. The man 
entered the hospital with a small healed scab over 
the left temporal bone. He was kept in bed for 
ten days during which he exhibited no symptoms. 
On the twelfth day he had two fits. At operation 
the next day the dura was found non-pulsating and 
discolored. When incised crucially about 1 dram of 
disintegrated pulped brain welled out and was care- 
fully wiped away. The wound was stitched, and a 
drain left in place 48 hours. Primary union 
occurred without further trouble. Recovery was 
complete. 

The rule of the hospital is to put all cases of head 
injuries to bed, shave the entire scalp, and administer 
a purgative. A careful history of the case is ob- 
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tained. Was the blow sufficient to stun the patient? 
Do the entrance and exit wounds lie separated by a 
bridge of scalp overlying a convexity of bone? (A 
condition which points almost invariably to fracture.) 
Thorough exploration after excision of the skin 
wound and pericranium should be made to facilitate 
examination of the skull cap. Trephine of the skull 
should be done in all cases of doubt, and this is 
specially recommended if the bone is bruised or the 
pericranium lacerated. Trephining is always in 
order, even when external signs are absent, if loss of 
function of even a temporary nature, persistent 
headache, giddiness, vomiting, or other signs of 
cerebral irritation are present. When the dura is 
discolored, non-pulsating, and doughy it should be 
opened by a crucial incision. The brain matter 
underneath is generally disintegrated. Unless it is 
let out it will act as a foreign body, cause elevated 
temperature, and end in abscess. Enough bone 
should be removed until an area of healthy dura 
one-half inch broad has been exposed. Transport 
of all serious head cases should be delayed. Re- 
moval of all easily accessible foreign bodies should 
be attempted through the torn dura, by careful 
digital exploration. 

Every case which points to fracture of the skull is 
given urotropine, grains 10 to 20 every four hours, 
and a purgative is administered. The scalp is 
shaved, washed with soap and water, then with 
ether, and painted with tincture of iodine. Another 
coat of tincture of iodine is applied when the patient 
is on the operating table. The seat of operation is 
infiltrated by a circular area, with a one per cent solu- 
tion of novocaine to which adrenalin chloride has 
been added. A hypodermic injection of morphine, 
one-fourth grain, and one one-hundredth grain 
atropine is given an hour previously. By this 
means shock is reduced and the amount of anes- 
thetic necessary is much reduced. The use of 
adrenalin renders the operation practically bloodless. 

Louis A. LAGARDE. 


Roberts, J. E. H.: The Treatment of Gunshot 


Wounds of the Head, with Special Reference 
to Apparently Minor Injuries. Brit. M.J., rots, 
ii, 498. 

According to Captain Roberts there is a large 
number of gunshot wounds of the scalp to be found 
in the base hospitals. We might add that this 
is true of modern wars, because the head is exposed 
to fire more than the remainder of the body as a 
result of fighting under cover. We may also add 
that this is specially true of the trench fighting which 
is now taking place on the western front. Head 
cases generally form a larger ratio than they did in 
the days when much of the fighting was done in the 
open. At the front the surgeon sees all the head 
cases. The severe cases nearly all succumb in the 
first 24 hours, and the proportion of cases trans- 
ferred to the base hospitals is made up of lighter 
cases, a fairly large number of which come under the 
class of apparently minor injuries referred to. 


According to Longmore the head and face offer 
a target area of 5.89 percent compared to the target 
area of the rest of the body. If men fought standing 
in the open the percentage of head wounds to the 
total number of casualties would correspond very 
nearly to the above ratio, but rapidity and accuracy 
of fire with modern engines of war have compelled 
tacticians to drill their soldiers to fight lying down 
and behind shelter as much as possible. The 
Crimean War gives us 20 per cent of wounds of the 
head, face, and neck because nearly all of the fight- 
ing was done behind entrenchments. In the 
Spanish-American War out of 4,756 gunshot in- 
juries of all parts of the body the head, face, and 
neck were injured in 15.26 per cent of the total. 
Liege operations were seldom resorted to in this 
war, the men fought lying down as much as possible. 
No doubt the World War will give a higher per- 
centage of head wounds than has hitherto been 
seen in warfare. 

Captain Roberts gives the lesions found in 140 
scalp wounds: Many of the cases exhibited few or 
no symptoms, they were admitted as “sitting” 
cases, a fact which caused the surgeons to overlook 
the presence of definite injury to the skull or brain in 
at least 40 per cent of the whole. Out of the 140 
cases there were only 82 scalp wounds. 


Fracture of outer table only................... 19 
Fracture of inner table only................... I 
Fracture of both tables, dura uninjured.........18 
Fracture of both tables, dura lacerated......... I 
Fracture with laceration of dura and brain...... 19 


Roberts advises careful examination in all scalp 
wounds by gunshot. The surgeon should carefully 
weigh the mechanism of the projectile which caused 
the injury. Aninjury to the skull or brain is usually 
less-severe as a result of the slower velocity missile 
from a shrapnel or shell fragment. In such cases 
a depressed fracture is most generally found. Ina 
rapidly moving rifle projectile which strikes the 
skull at a tangent the injury is very much the same, 
but the greater momentum imparted to the inner 
table and brain, causes more minute fragmentation 
of the former and deeper lacerations in the latter. 

Any disturbance of cerebral function or lesion of 
cranial nerves should be noted. Eye grounds should 
be examined. The anamnesis is important. Un- 
consciousness especially deep and prolonged lends 
suspicion to fracture or brain injury. Persistent 
headache is suspicious. Transient local paralysis, 
local spasm, or epilepsy are not necessarily associated 
with gross trauma of the brain, but one should at 
_ look for depressed fracture or localized hemor- 
rhage. 

There may be propulsion of fragments of bone in 
the brain substance; the dura may be lacerated or 
displaced by bone; the yielding outer table may 
push the brittle inner table enough to fracture it, 
with no apparent lesion to the outer table. When 
the momentum thusimparted is sufficient the broken 
inner fragments may be detached and driven into 
the brain substance, so that at operation one 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


should see that of all the fragments removed none 
are missing. Although the dura may not be lacer- 
ated, pulping of the brain may be marked. Unless 
allowed to escape through a small opening in the 
dura the disintegrated brain substance will act as a 
foreign body and cause further destructive changes 
in the brain substance; and finally, cerebral symp- 
toms may be due to concussion or other brain injury 
which cannot be relieved by injury. 

The author points to three cases which illustrate 
the possible presence of severe lesion in the absence 
of severe symptoms, such as all surgeons of experi- 
ence have seen. 

In the examination a skiagram is valuable in in- 
dicating the presence and location of metallic foreign 
bodies. It should be taken at right angles to the 
wound. The findings are not always reliable in 
indicating fracture. Fracture of the inner table 
with depression may be present without showing 
on the plate, and again the plate may apparently 
show a depressed fracture of the inner table when 
no such lesion is present. The wound should not 
be probed lest superficial infection be carried deeper. 
In septic wounds and oedematous scalp, unless the 
indications are urgent, apply hypertonic saline 
treatment for one or two days before operating. 
Give urotropine, 20 grains, three times per day in 
all head cases; shave the scalp completely and paint 
with iodine. 

The operative technique consists in the removal 
of all infected tissues by steadying the scalp with 
the fingers and making two incisions surrounding the 
wound which shall go down to and include the 
pericranium. The tissue thus isolated is entirely 
stripped off the bone and removed. The instru- 
ments are then rejected. The incision just made is 
the first step and should not be deferred to a later 
stage in the operation. The wound should under 
no condition be enlarged through its septic edges, and 
never until the completion of the preliminary ex- 
cision, otherwise the chance for primary union is 
improbable. The bone is next carefully examined, 
the periosteum being further stripped up if neces- 
sary. In the absence of bone injury the wound is 
sutured without drainage. If fracture is present, 
enlarge the wound if more room is necessary, a half 
inch trephine crown is raised, all loose fragments 
and any possibly infected bone are removed, using 
the craniectomy forceps if necessary. If the dura 
is uninjured the wound is closed without drainage, 
and mastic wound varnish and gauze applied. A 
firm compress of gauze is put in place for 24 hours. 
When the brain is lacerated, explore gently with the 
index-finger, remove any fragments of bone or 
metal when readily accessible, place a drain into the 
brain and suture the wound as before. 

Of the 118 cases closed by primary suture without 
drainage 114 healed by first intention, 3 showed 
slight superficial sepsis, and 1 broke down altogether. 

The size of the wound at times offers difficulty in 
making proper approximation. This is overcome 
most generally by freeing the scalp for some dis- 
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tance around the wound by lifting the cranial 
aponeurosis with an elevator. 

It is inadvisable to open the dura in the presence 
of a septic wound. In 30 cases in the Rouen area 
in which excision of the infected wound was first 
resorted to, the dura was opened without a death. 
In 3 cases in which the dura was opened without 
excising the area of infected tissue, cerebral abscess 
and death occurred. 

The methods insisted upon are as follows: 

1. Careful preliminary examination. 

; 4 Early operation on every scalp wound however 
slight. 

3. Complete excision of all infected tissues at the 
commencement of the operation. 

4. Removal of all accessible foreign bodies from 
the brain. 

5. Primary suture of wounds. 

Louis A. LAGARDE. 


Horsley, J. S.: Plastic Operations for Acquired 
Deformities of the Face. Tr. South. Surg. & 
Gynec. Ass., Cincinnati, 1915, Dec. 


Horsley calls attention to the fact that plastic 
operations on the face are usually not life-saving 
procedures, but they relieve not only the discomfort 
and mental anguish of the patient, but also the pa- 
tient’s associates who must daily view the deform- 
ity. Plastic surgery of the face requires ingenuity 
to meet unusual conditions and to make things fit. 
The age and health of the patient must be given due 
consideration. While general principles can guide 
in certain groups of cases, each case is a law unto it- 
self. Therefore, a paper on such a subject must 
deal largely with reports and illustrations of individ- 
ual cases. 

Dividing the face regionally, he reports three cases 
of deformity of the forehead following the loss of a 
portion of the anterior wall of the frontal sinus. 
The infundibulum is probed, and if not sufficiently 
large, gauze is run through it. Then small skin- 
flaps are taken from the margins of the defect and 
turned in, cutting the pericranium farther out 
than the skin so it can be overlapped like a double- 
breasted coat. The raw surface is covered by slid- 
ing flaps from other portions of the forehead. 

A deformity of the eye caused by fracture and 
displacement of the portion of the bone to which the 
inner canthus was attached was corrected by re- 
placing the bone and shortening the upper lid. 

Deformities of the nose are corrected by grafting 
bone from the rib or by sliding a flap including 
mucous membrane and cartilage from the septum 
of the nose. 

Large openings in the cheek are closed by trans- 
planting a flap from the forehead with the attached 
anterior temporal artery dissected out and trans- 
planted into the new position. 

Defects in the lip are corrected by various methods. 
When the whole thickness of the lip is involved, as 
after noma, flaps which include mucous membrane 
are slid up from the cheek. In other instances, 
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flaps are transplanted from the neck or from the 
arm. When the arm is used the pedicle is cut in 
about two weeks. 


Stewart, and Luckett, W. H.: The Roentgen 
Diagnosis of Fracture of the Skull. Arch. 
Radiol. & Electrotherap., 1915, xx, 150. 


The authors consider that the majority of frac- 
tures of the skull are not diagnosed as such and 
remain undiscovered. They emphasize the aid 
that can be rendered by the roentgen ray in dis- 
covering and locating such fractures. The X-ray 
has frequently demonstrated this lesion where there 
were no symptoms, and it is important to diagnose 
a fracture on account of remote sequelz, etc. 
Every patient who receives a blow on the skull or 
point of the lower jaw, either directly or from a fall, 
should be considered as suffering from a fractured 
skull unless proven otherwise. Every X-ray ex- 
amination should cover the frontal, parieto- 
temporal, occipital, and basilar regions, whether there 
are objective symptoms pointing to these regions or 
not. 

The authors give the technique for the procedure 
of examination of these regions, and give illustrative 
plates. Generally high vacuum tubes are employed, 
with an exposure of from three to five seconds. 

Horus FE. Porrer. 


Weisenburg, T. H., and Work, P.: Diagnosis of 
Tumors in the Posterior Cranial Fossa. J. 
Am. M. Ass., 1915, Ixv, 1345. 


In a comprehensive manner the authors give 
their views on cerebellar localization and symptoma- 
tology —a field which heretofore they feel has been 
rather slighted. The tentative localization of 
Mills and Weisenburg has been used in their 
studies. 

The chief function of+the cerebellum is to syner- 
gize all body movements. Whatever symptoms are 
present, are due to a loss of synergy which may be 
in any part or parts of the body. 

The lesions are strictly confined to the cerebellum. 
Most tumors are gliomatous and of slow growth, 
tending to invade the middle rather than the outer 
portions of the cerebellum. The syngeric center 
for the upper trunk and shoulder girdle is in the 
superior vermis, and that for the lower trunk in the 
inferior vermis, consequently in such lesions there 
are always alterations in station and gait. There is 
always a marked difference in these alterations in 
the shoulder girdle and pelvic girdle cases. In the 
first the alteration is above the hips, whereas in the 
latter it is entirely below the hips. The best way 
to differentiate is to place the patient on his hands 
and knees on the floor. 

Whether the phenomena of nystagmus in cere- 
bellar lesions should or should not be present is 
unsettled. However, if it be developed by volun- 
tary movement, the lesion is probably extracere- 
bellar, and this form of nystagmus is probably the 
result of implication of those fibers which are in 
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relation to the vestibular apparatus outside the 
cerebellum. 

As to general symptoms, cranial nerve symptoms 
indicate an extracerebellar lesion, Dizziness with 
ear symptoms indicates that the lesion is also extra- 
cerebellar, probably somewhere in the vestibular 
apparatus. Motor involvement, as a rule, indicates 
a pontine lesion. Headache, nausea, vomiting, 
and choked disk indicate a lesion in the crus or pons, 
pressing on the sylvian aqueduct. 

Little definite knowledge is to be found concern- 
ing the functions of the cerebellar peduncles. The 
inferior ones probably are concerned with the syner- 
gic movements of the lower limbs, the middle ones 
with the trunk and head, and the superior ones with 
cerebral and cerebellar association. Lesions con- 
fined to any of these cause asynergic symptoms in all 
parts of the body. 

Tumors of the superior peduncles grow from the 
third ventricle through the sylvian aqueduct and 
press on one or both red nuclei. The symptoms 
consist of a gradually developing paralysis of as- 
sociated ocular movement upward; central disturb- 
ance of hearing, bilateral or unilateral, when the 
lesion extends laterally; partial weakness of both 
upper and lower limbs; increased reflexes and the 
Babinski reflex. 

Lesions of the middle cerebellar peduncles are 
rare. They usually extend from the pons to the 
cerebellum via these peduncles or vice versa. In 
these lesions the associated phenomena consist of 
the fifth and sixth nerve symptoms on the side of 
the lesion, with sensory and motor phenomena on 
the opposite side. 

Lesions of the inferior cerebellar peduncles are 
very rare. They are usually associated with a 
cerebellar tumor. The ninth, tenth, and twelfth 
cranial nerves show signs of disease. 

Lesions of the cerebellopontine angle are usually 
fibromatous growths and occasionally a cyst forms. 
These grow, as a rule, from the eighth cranial nerve 
and give rise to corresponding symptoms. Later, 
the seventh, sixth, and fifth nerves become in- 
volved. 

In large tumors, owing to pressure on the cerebel- 
lum, cerebellar asynergy of the limbs on the same 
side occurs. In the usual tumor, the cerebellar 
symptoms are not marked and the asynergy is 
limited to the arm or leg of the same side. 

P. M. Cuase. 


Grey, E. C.: Studies on the Localization of Cerebel- 
lar Tumors; Posterior New-Growths Without 
Nystagmus. J. Am. M. Ass., 1915, xv, 1341. 


An attempt is made to determine the proportion 
of patients with certified subtentorial neoplasms 
who have shown no nystagmus before operation. 
The records of 51 cases are from Cushing’s services 
at _ Johns Hopkins and Peter Bent Brigham Hos- 
pitals. 

In the series, 34 were verified cases of cerebellar 
tumor, and 17 were extracerebellar. Eleven showed 
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no nystagmus previous to operation and all of these 
revealed intracerebellar growths — 32 per cent. 

There were marked differences in the degree of 
intracranial tension in both groups; i.e., those with 
and those without nystagmus. In each group 
there were new-growths involving the vermis, and 
others replacing a part or the whole of the hemi- 
spheres. 

In 5 cases without nystagmus, caloric examina- 
tions resulted in characteristic rhythmic eye move- 
ments from either labyrinth in 5 cases. 

In 40 verified cases of tumors lying anterior to the 
cerebellum, 8 showed nystagmus before operation. 
In 7 cases without nystagmus, caloric examination 
provoked characteristic eye oscillations from either 
labyrinth in 6. 

In conclusion, Grey states that when a patient 
exhibits a cerebellar tumor syndrome without 
nystagmus, the absence of this phenomenon points 
toward an intracerebellar localization of the lesion, 
and that, in many cases, this absence cannot be 
accounted for by an impairment of the fundamental 
mechanism of nystagmus. P. M. Cuase. 


Porter, L.: An Apparently Complete Recovery 
After Operation for Cerebellar Tumor. Arch. 
Pediatrics, 1915, xxxii, 727. 


The patient, a girl of eleven years, was well nour- 
ished, but had been sick three years. At the time 
of operation she showed the usual signs of a tumor 
of the right hemisphere of the cerebellum. The 
operation was a two-step one. ‘The first step was 
the exposure of the cerebellum by a typical Cushing 
cross-bow incision above the superior curved line. 
The skin was dissected back sufficiently to cut the 
muscles at the lower level. The muscles were sepa- 
rated from the skull and down to the second cer- 
vical vertebra in the midline. Trephined openings 
over the left and right cerebellar lobes revealed bone 
of paper thinness on the left with no diploé; on the 
right the bone was about of normal thickness. The 
bone was removed so as to uncover the entire cere- 
bellum from well above the lateral sinuses down to 
and including the posterior half of the foramen 
magnum and from mastoid to mastoid. A small 
tip of bone was left projecting over the torcular 
hemophili. The muscles were re-sutured, the skin 
sutured, but no drainage instituted. The patient 
bore the operation extremely well. No new (cere- 
bellar) symptoms developed. 

One week later the second operation was per- 
formed through the original opening. On opening 
the muscular suture, there was an escape of cere- 
brospinal fluid from an accidental opening of dura— 
between the areas of the first and second cervical 
vertebre. Fluid escaped in a jet about 4 or 5 cm. in 
height. After controlling oozing, the dura over the 
left cerebellar hemisphere was opened by transverse 
incision from mastoid to occipital sinus, then com- 
pletely excised over this hemisphere within 0.5 cm. 
of the bone edge. The brain bulged well into the 
wound. The right side was similarly treated. The 
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tentorium, cerebellopontine angles, the base of the 
cerebellum and the region of the vermis were 
thoroughly explored by retraction. No evidence 
of tumor was found. A trocar introduced into the 
right cerebellar lobe encountered a marked resis- 
tance at a depth of about 1cm. The left cerebellar 
lobe was explored and no such resistance encoun- 
tered. An incision was made about 3 cm. long 
transversely to the outer side of the presenting 
aspect of the right cerebellar lobe; at a depth of 
about 1 cm. the knife met resistance. Retraction 
of the wound edges with spatula showed the cere- 
bellar substance to be yellowish in color; otherwise 
no abnormality was seen. A finger gently introduced 
in order to determine the nature of the resistance 
perforated a cyst which was 4 to 8 cm. in diameter. 
It involved the right cerebellar lobe inward toward 
the vermis, occupying roughly the area normally 
taken by the nucleus dentatus. The cyst wall 
was perfectly smooth. The muscles were sutured 
with a few heavy silk and numerous fine sutures. 
Horse-hair was used for the skin. No drainage was 
employed. A plaster cast was applied. Following 
operation there was a mild degree of shock. The 
patient made an uneventful recovery and left the 
hospital in eleven days. 

An examination made a year and a half later 
showed the patient to be normal in every way. 

Epwarp L, 


NECK 


Richardson, M. L.: Branchiogenic Carcinoma. 
Cleveland M. J., 1915, xlv, 581. 


The author presents a brief résumé of the litera- 
ture with the clinical and pathologic findings of a 
case. 

Branchiogenic carcinomata arise from the cysts 
and fistula which represent the remnants of the 
branchial ducts or glands. The exact mode of 
origin is obscure. They arise from the embryonic 
ectoderm and may be composed of squamous cells 
or of cuboidal or columnar cells. The type of cell 
will depend upon whether the original cyst was of 
ectodermal or endodermal origin. 

The cysts have been thought to arise from a 
persistent sinus cervicalis, the ductus thymo- 
pharyngeus, or the post-branchial gland. The latter 
gland when it persists becomes incorporated in the 
lateral lobes of the thyroid. Tumors arising from 
this structure have been called “struma_post- 
branchialis.”’ 

Of the cases reported in the literature about go 
per cent were in males. Clinically there are two 
types: 

1. In the first type a small superficial tumor just 
beneath the lower jaw anterior to the sternomastoid 
which has been present for some time, in some cases 
since birth, suddenly takes on a rapid growth and 
invades the deep structures of the neck. 

2. The second type begins as a deep-seated af- 
fection. Asymmetry of the neck, difficulty in swal- 
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lowing, and voice changes first call attention to the 
trouble. Palpation reveals an early fixation to the 
trachea, oesophagus, carotid sheath, and the adja- 
cent muscles. There is associated pain. The diag- 
nosis is difficult and must be made by exclusion. 

The tumor may be cystic or solid. The blood 
supply is scanty, and the interior of the tumor is 
frequently necrotic and semisolid. Microscopically 
there is a distinct connective-tissue stroma. The 
cells are arranged in strands and have a rough 
plexiform arrangement with no stroma between. 
They are irregular, polyhedral, loosely arranged, 
and show evidence of a rapid growth. 

The case reported is that of a man 42 years of age, 
whose first symptom was huskiness of voice. He 
had noticed a gradual enlargement of the neck for 
a period of four months. The voice suddenly dis- 
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Beck, E. G.: How to Accurately Localize Foreign 
Bodies in the Chest, and the Method of Their 
Removal. Tr. West. Surg. Ass., Des Moines, 1915, 
Dec. 


Beck reports 7 cases in which he has removed 
foreign bodies from the chest cavity, first localizing 
them by means of stereoscopic roentgenograms, with 
the assistance of ‘‘wire localizers.”” These little 
localizers are placed on the skin within the suspected 
vicinity of the foreign body, and the stereoscope will 


almost invariably localize to a certainty the foreign . 


body and help to estimate its depth within the 
chest cavity. 

The seven cases occurring in the author’s practice 
are reported as follows: 

1. Rubber catheter with bismuth injection locat- 
ing lung abscess. 

2. Bullet in chest. 

3. Glass-headed pin within the lung (four 
years). 

4. Two buckshots 
years). 

5. Pin-tack within the lung, with lung abscess 
(five years). 

6. Lung abscess with two rubber tubes healed 
in cavity and discovered two years later. 

7. Wooden probe two years within an em- 
pyema. 

In these cases the foreign bodies were localized 
and removed through external operation. 

Beck demonstrated the case of lung abscess in 
which a pin-tack had been removed, showing a 
new procedure in operating on lung abscess by 
implanting a flap of skin five inches long into the 
lung abscess cavity, thus keeping it open to permit 
the cauterization with actual cautery of the bron- 
chial openings which lead into the compartments of 
this abscess cavity. In this case seven bronchial 


within the chest (ten 
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~ completely, and swallowing became diffi- 
cult. 

Physical examination showed the right lobe of 
the thyroid to be enlarged, irregular, and hard. 
The larynx was displaced 1 cm. to the left. There 
was a paresis of the right cord, but no erosion nor 
tumor. Death occurred from pneumonia. 

Autopsy showed a tumor between the trachea and 
the right lobe of the thyroid, adherent to the trachea, 
thyroid, and the adjacent muscles. The tumor 
appeared as described above. There was no evi- 
dence of a primary growth elsewhere. There were 
metastatic cords in the lung. The possibility of 
the carcinoma having originated in the thyroid or 
in the parathyroids was definitely excluded by a 
minute examination of the specimens. 

J. R. BucHBINDER. 


THE CHEST 


openings could be plainly seen to open into the 
cavity. This procedure can be done by indirect 
illumination with a head mirror, or through a rec- 
toscope with direct light. 

This method of localizing foreign bodies was in- 
troduced by Beck in the North Chicago Hospital in 
1908, and since then in a large series of cases of all 
types he and his brothers have not failed to localize 
and extract foreign bodies in all parts of the body. 
He recommends this stereoscopic method of localiz- 
ing foreign bodies in preference to the single radio- 
gram, since the latter (for reasons which he explains) 
is often misleading. 


Halsted, W. S.: Elusive Mobility of the Breast in 
Case of Retromammary Cyst. Bull. Johns 
Hopkins Hosp., 1915, xxvi, 350. 

The case is reported of a healthy woman, aged 
43, who four weeks previous to examination had 
noticed an abnormal hardness in the upper half of 
the right breast, but causing no pain. 

On examination the right breast was found to be 
slightly enlarged. A well defined area of induration, 
hard and inelastic, was palpated, with its lower mar- 
gin level with the nipple. No nipple retraction or 
shortening of the subcutaneous trabecule was 
present. Upon testing the tumor’s elasticity, the 
breast would suddenly slip outwards under the 
fingers. To account for this, a diagnosis of retro- 
mammary cyst was made, which was confirmed at 
operation. 

At operation a hemispherical cyst, the size of an 
English walnut, was found 1 to 2 cm. within the 
gland, and its posterior wall protruded hernia-like 
from the under surface of the breast. 

Halsted believes that closer observation would 
probably demonstrate this peculiar phenomenon, 
in varying degrees, in all retromammary cysts and 
possibly in solid tumors as well. 

M. Case. 
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Burckhardt, H., and Landois, F.: Tangential 


Shots of the Thorax and the Changes Produced: 


by Them in Internal Organs (Die Tangential- 
schiisse des knéchernen Thorax und die durch sie 
erzeugten Verinderungen innerer Organe). Miin- 
chen. med. Wchnschr., 1915, \xii, 1057. 


The report is based on a large number of cases of 
tangential gunshot injuries of the thorax that came 
for treatment soon after the injury, and were kept 
under observation for a long time. The number 
of ribs involved varied; more than four were seldom 
affected. Sometimes the bullets passed through 
them; the wound canal sometimes extended into 
the thorax and grazed the lungs; the pleura in some 
cases was uninjured or only pierced by a fragment of 
arib. The danger of infection is greater than in 
bullet wounds passing diametrically through the 
chest, on account of the oblique insertion of the 
muscles and other soft parts, the splintering of the 
ribs, and the frequent production of an open pneu- 
mothorax. 

Cases of empyema complicated with pneumotho- 
rax offer a rather unfavorable prognosis, because of 
the tendency to form accessory cavities as a result 
of the adhesion of the lungs to the walls of the tho- 
rax in places. Moreover, the respiratory function is 
often interfered with by the multiple injuries of 
the ribs, or the organs of the thoracic and abdominal 
cavities, the lungs, liver, kidneys, etc., may be injured 
indirectly by the force exerted on the wall of the tho- 
rax. Because of the force and rapidity with which 
the projectile grazes the thoracic-wall, it exercises 
enormous pressure on the organs lying beneath it. 
This may cause small hemorrhages and _ necroses 
in the parenchyma of the organ, or multiple small 
ruptures, such as have been seen at autopsy by 
the author. Thetreatment was at first expectant— 
morphine, digitalis, etc. Where a large surface of 
the pleura was laid bare, the costa] pleura was closed 
by suture, and the lung sutured into the wound to 
avoid retraction. Where empyema followed tan- 
gential injuries, the ribs were resected at the typical 
place at the eighth or ninth rib. A. Goss. 


Kaminer, S., and Zondek, H.: Hzmothorax and 
Adhesions of the Diaphragm in Penetrating 
Injuries of the Thorax (Uber Haimothorax und 
Zwerchfellverwachsungen bei penetrierenden Brust- 
Deutsche med. Wehnschr., 1915, 
xli, 968. 


The great majority of injuries of the thorax, 
such as generally caused death in 1870-71, now 
recover uneventfully and without infection. Ka- 
miner and Zondek report 130 cases of gunshot wounds 
of the thorax. All except 2 cases were character- 
ized clinically by more or less hemothorax and 
absolute lack of fever so long as the effusion of blood 
remained sterile. Even in the cases of pneumohemo- 
thorax there was no fever. 

In most of the injuries of the lung the bullet 
passed entirely through; the bullet canals ran in 
different directions. ‘There were 22 cases in which 
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the bullet remained lodged in the body without 
causing any great degree of inconvenience. In 
none of these cases where the bullets remained as 
foreign bodies could any morphological changes be 
demonstrated in the blood. In many of the cases 
there was fracture of one or more ribs. In all the 
cases of rib fracture there was hemothorax. 

Most of the fractures recovered uneventfully 
with good callus formation. In comminuted frac- 
tures the authors warn against applying adhesive 
plaster strips because of the danger of forcing 
fragments of bone into the pleura. In a number of 
cases there were more or less severe subjective 
changes, though there were no pathological find- 
ings in the lungs. Roentgen examination showed 
that the excursion of the diaphragm was much less 
than normal, and sometimes there was complete 
immobility of the diaphragm, even weeks or months 
after the injury. 

In gunshot injuries of the lung where there are 
subjective difficulties in breathing and percussion 
and auscultation are negative, a roentgen examina- 
tion should be made for adhesions and immobility 
of the diaphragm. A. Goss. 


TRACHEA AND LUNGS 


Moorhead, R. L.: Diagnosis and Removal of For- 
eign Bodies in the Trachea, Bronchi, and 
Csophagus. Long Island M.J., 1915, ix, 409. 


The author calls attention to the importance of 
the history of these cases, especially in children, 
advising physicians to be on their guard when there 
is the least suspicion that the trouble can be even 
remotely traced to such causes. Other views of the 
author are as follows: 

1. The X-ray is the greatest aid in diagnosis and 
in - suspected cases a roentgenogram should be 
made. 

2. Lower tracheobronchoscopy has rapidly be- 
come obsolete, and it can be said that a tracheotomy 
is now seldom, if ever, indicated as an aid to the 
removal of a foreign body. 

3. In children under the age of ten years, no 
anesthesia of any kind should be used. 

4. Serious organic disease is the only contra- 
indication in exploratory operations, and there can 
be no contra-indications once the presence of a 
foreign body has been positively determined. 

5. The chief danger is in continuing any one 
sitting for too long a period. If the object has not 
been secured after forty or forty-five minutes’ work, 
it is much safer to discontinue and allow the 
patient twenty-four or thirty-six hours to recuper- 
ate. 

6. In the cesophagus, compression of the trachea 
must be guarded against. 

7. In passing the tube every move should be 
seen and the tube advanced only when the 
lumen of the trachea or cesophagus is seen to re- 
ceive it. 

Twelve case reports are added. Orro M. Rorrt. 
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HEART AND VASCULAR SYSTEM 


Birkbeck, L. H. C., Lorimer, G. N., and Gray, H. 
M. W.: Removal of a Bullet from the Right 
Ventricle of the Heart under Local Anzsthesia. 
Brit. M. J., 1915, ii, 561. 


This patient was seen eight days after the injury. 
The bullet had passed through and killed a man in 
front of him. The patient was knocked down, but 
did not lose consciousness, and had no discomfort 
other than slight pain from the wound. The 
wound was about one-half inch in diameter, just 
below and to the right of the xiphisternal junction. 
The patient showed no particular symptoms during 
the first few days, but was kept in bed. The heart 
appeared to be normal and regular. The radio- 
graph showed that in the lower portion of the heart 
shadow there was a very sharply defined dark 
shadow moving with the heart, and also apparently 
laterally in relation to the heart. By turning the 
patient over the shadow was seen to lie quite defi- 
nitely in the substance of the heart. 

A few days later the pulse began to show some 
irregularity and the heart occasionally dropped 
beats, and an operation was decided upon. Veronal, 
grains 5, was given the evening before, and three 
doses of morphine, amounting in all to five-sixths 
of a grain, during the morning before the opera- 
tion. 

Under local anesthesia (eucaine 1 per cent, potas- 
sium sulphate .25 per cent, and adrenalin) Gray 
made a wide horseshoe-shaped incision, convexity 
upward, extending along the sixth costal cartilage 
on each side and across the sternum at the level of 
the attachment of the fifth cartilage. This incision 


was used so as to make an exposure of the track of 


the bullet in the depth. The perichondrium was 
separated from the left sixth cartilage, which was 
cut across at the costochondral junction and used 
as a lever to elevate the sternum while the tri- 
angularis sterni, pericardium, etc., were being sepa- 
rated off the posterior aspect of the flap. A small 
portion of the right sixth rib was removed close to 
the costochondral junction. The sternum, at the 
lower border of the fifth costal cartilages, was grooved 
deeply with a gouge and divided with bone forceps. 
The soft parts were then separated from the sternum 
and ribs so that the flap could be turned downward 
and forward. When the flap was pulled forward a 
hole about an inch long appeared in the pleura on 
the right side in the track of the bullet. The right 
lung collapsed. The respiration became labored 
and quick, the patient coughed jerkily; he became 
anxious and complained that he was breathless. 
The color remained good, and he revived in about 
one minute, after being reassured by the surgeon. 
Except for this disturbance there was apparently no 
discomfort during the entire operation. 

The flap was held forward by hooks, and the peri- 
cardium opened obliquely from the base to near the 
apex of the heart. About a dram of slightly 
blood-stained fluid was noticed in the pericardial 
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cavity. The bullet was felt to be lying, apparently 
fixed, at the back of the heart, either in the wall or 
cavity of the right ventricle. The point of the 
bullet was near the apex of the ventricle. During 
the manipulation the heart was noticed to miss a 
beat occasionally when touched at the upper and 
back part of the interventricular septum. 

The right ventricle was seized with a pair of catch 
forceps near the apex. When it was seen that this 
caused no disturbance a suture was passed through 
the adjacent muscles, and thus the heart was held 
forward. This in no way agitated the patient. On 
further exploration the bullet was definitely located 
by probing with a needle, and was thought to be 
fixed in the right ventricle near the posterior cor- 
onary vessels. After manipulation, the bullet was 
felt to change position and to be free inside the 
ventricle. It was worked away as far as possible 
from the coronary vessels and grasped between the 
thumb and finger. Two stitches were inserted into 
the muscle wall over the bullet. The wall of the 
ventricle was incised for half an inch, and the bullet 
removed with forceps. While the wall of the 
ventricle was still being held firmly between the 
finger and thumb the stitches were tied. 

On removing the catch forceps there was brisk 
bleeding, which was stopped quickly by an under- 
running stitch. The pericardial cavity was wiped 
free of blood-clot and was filled with normal saline 
to expel the air; it was then sewed up. The right 
pleural cavity was next filled with saline and the 
injured pleura sewed up. While the wound was 
being closed the chest was aspirated to remove the 
saline. This aspiration was the only part of the 
operation which seemed to cause the patient any 
pain. 

The patient was wonderfully comfortable on being 
taken back to bed, but about four hours after the 
operation the respirations rose suddenly to 48 a 
minute, and remained at about that level till he 
died, except for part of two days when the patient 
being deeply under the influence of morphine, they 
dropped to 28 a minute. The patient was much 
troubled after this occurrence by mucus collecting 
in large quantity in the throat and the upper part of 
the trachea. Various remedies were tried for this, 
with little avail. He took nourishment fairly well. 
Cardiac stimulants were used after the first two 
days. He lived nearly four and a half days after the 
operation. 

There was never any indication that the operation 
on the heart had interfered with its action, which, 
though quick (average 120 to 130) was remarkably 
strong up to within a few hours of his death. No 
dropping of beats was noticed after the operation. 

D. C. BALFour. 


The Late Re- 
Am. J. M. Sc., 1915, 


Pool, E. H., and Ramirez, M. A.: 
sults of Cardiorrhaphy. 
cl, 335- 


Pool and Ramirez report a case of cardiorrhaphy 
in a male, aged 24 years, following a stab. The 
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patient made a good recovery but three years later 
he was having dull pain in the cardiac region on 
exertion, which lasted a few minutes at a time. 
There was also some shortness of breath on exer- 
cising. 

The authors collected 21 cases, including their 
own, from the literature and summarize the late 
results from the reports or from personal communica- 
tions from the authors, as follows: 


SUMMARY 
ge — 
Between 12 and 20 years.............. 


Site of superficial wound — 
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Time between accident and operation — 
One-half to one hour. 4 
One to two hours........... 
‘Two to three hours......... é 


Site of heart wound — i 

Post-operative complications — 

— used in suture of heart wound — 

I 

7 

6 

15 

Yes. 6 
15 


R. STEINKE. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Kraske: Gunshot Injuries of the Abdomen 
(Ueber Bauchschussverletzungen). Muenchen. med. 
Wehnschr., 1915, lxii, 1329. 


Kraske reports the gunshot injuries of the abdo- 
men that he has seen and treated in the past six 
weeks in a very well appointed military hospital. 
Most of them came to him from ro to 24 hours after 
the wound; he was able to operate on only one 
within six hours of the injury. Five came in ina 
dying condition, and of the remaining 73, 19 had 
injuries of the abdominal wall only; there were 3 
extraperitoneal injuries of the rectum with 2 deaths; 
4 ruptures of the bladder, 2 deaths; 8 injuries of the 
large glandular organs of the body with 5 deaths, 
and the remainder were injuries of the gastro- 
intestinal tract which are described in detail. In all 
of the 39 cases of the latter class the injuries were 
found on operation to be of such a nature that spon- 
taneous recovery would not have been possible. 
The spontaneous recoveries reported by others 
Kraske thinks are due to the fact that in these 
cases there was only contusion of the intestinal wall, 
and perforation later after there had already been a 
circumscribed peritonitis; but such cases as this are 
very exceptional. 

Kraske generally made very large incisions so as 
to examine the whole contents of the abdomen. He 
performed resection in 4 cases of very extensive and 
irregular contusion of the intestine; in 2 cases in 
which the patients were in very bad general condi- 
tion he had to be content with bringing the much 
mutilated loops out of the abdominal cavity; in 
one case he sutured the cecum, which had a large 


hole in it, ‘into the abdominal wound. He ir- 
rigated freely to cleanse the abdominal cavity, 
which was generally soiled with intestinal contents. 
He generally drained with strips of gauze and tubes. 
The results were very good in view of the fact that 
most of the cases were operated upon late. He had 
19 deaths and 20 recoveries. Most of the former 
were in cases where there were multiple injuries and 
ruptures of the intestine and peritonitis were already 
far advanced. Of the cases that recovered 7 were 
operated on within the first 12 hours and 11 within 
the second 12 hours. Kraske feels justified in recom- 
mending operation in abdominal injuries; but he 
realizes the difficulties to be overcome in carrying out 
surgical treatment on the eastern front. A. Goss. 


Haggard, W. D.: The Application of the Various 
Theories in the Management of Peritonitis. 
J. Am. M. Ass., 1915, 1097. 


In general diffuse, suppurative peritonitis, the 
mortality under any method of treatment is stag- 
gering. It is not so much the impotence of our 
various plans of treatment as the delay in employing 
them. Everything depends on promptness. It is 
profitless to consider the cases of this class statistical- 
ly as the time limit, virulence, and extent of involve- 
ment vary so widely. One can never know whether 
the entire peritoneal membrane is implicated or not. 
If it is, and sufficient delay has occurred to bring 
this about, then an enormous death rate is in- 
evitable under any and all known methods of treat- 
ment. All cases of peritonitis from perforation of 


stomach, duodenum, or other hollow viscera by 
gunshot or stab wounds imperatively require 
operation within the first eight hours, if possible. 


Sex — 

Cause of wound — 
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The opportunities for the improvement in the 
results of peritonitis have never been more satis- 
factory. Early recognition of its causes is becom- 
ing more universal, although it may be admitted 
that whenever a case of advanced peritonitis, par- 
ticularly from the appendix, has to be dealt with, 
it is proof of faulty management up to that time. 

The most essential treatment, therefore, with or 
without operation, is an absolute prohibition of 
anything whatsoever by mouth, with immediate 
preparation for operative relief when possible. 
When for any reason this cannot be done the con- 
tinuance of this principle with the addition of deep 
morphinization are the most dependable methods. 
After operation drainage by the glass tube supra- 
pubically and the employment of the upright pos- 
ture and proctoclysis are well nigh routine measures. 

The various theories considered can be judicially 
employed for the varying manifestations of peri- 
tonitis, and by a judicious combination of the plans 
briefly referred to and the perfection of the technique 
of each, it is believed that the prevalence of peri- 
tonitis by surgical prophylaxis can be greatly re- 
duced, and the percentage of cures when its progress 
has not been immediately prevented can be very 
appreciably augmented. 

The methods of Oschner, Page, Knott, Crile, and 
Murphy are discussed. Epwarp L. CorNELL. 


Eastman, J. R.: Tuberculosis of the Urachus. 
Am. J. Obst., N. Y., 1915, Ixxii, 640. 


The author finds that in the French, English, and 
German literature there is but one case of tuberculo- 
sis of the urachus reported. He has had a second 
case and because of its rarity gives this report. 
Both cases occurred in young women 19 years of 
age. 

The author’s patient had a good family and per- 
sonal history. ‘There were no urinary disturbances. 
The trouble began ten months before entrance. 
While working in a garden, pain was felt at a point 
in the middle of the abdomen between the symphy- 
sis pubis and the umbilicus. At this time the pa- 
tient noticed a lump at the point designated, the 
size of a small apple. There was not much actual 
pain or soreness. The mass did not increase in size 
but the tenderness remained. ‘This condition per- 
sisted for three months when a pin-point opening 
appeared in the middle of the anterior wall half way 
between the symphysis pubis and the umbilicus. 
This opening discharged a clear watery fluid for 
about a week. Then a serous crust closed the open- 
ing. The opening again discharged after about a 
week, continuing to do so for one week and again 
the crust was formed. This process of closing and 
opening continued for several months. The size 
of the tumor did not change, but the tenderness still 
persisted. There had never been any disturbance 
of the bladder, intestines, or uterus. The discharge 
had always been free from odor. The patient was 
positive that the discharge never had a urinous odor. 

The microscopic examination of the ulcerated 
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area showed several well-developed and character- 
istic miliary tubercules within it and it was infil- 
trated with many large, round “epitheloid’”’ cells. 
The author thinks it probable that this case like 
that of Briddon and Eliot was one of primary 
tuberculosis of a persisting patent urachus. 

C. H. Davis. 


Davis, J. D. S.: Moschcowitz’ Operation; Inguinal 
Route for Femoral Hernia. Tr. South. Surg. & 
Gynec. Ass., Cincinnati, 1915, Dec. 


In Moschcowitz’ recommendation of the inguinal 
route for femoral hernia he places this operation in 
the same relationship to femoral hernia that the 
Bassini occupies to inguinal hernia. 

The inguinal attack of femoral hernia has not 
come into general use because the authors who have 
recommended it have not given sufficient descrip- 
tion to Cooper’s ligament. In closing the femoral 
ring by the inguinal route one must of necessity 
suture Poupart’s ligament to Cooper’s ligament. 
Cooper’s ligament is a very thick, very resistant, 
flat, fibrous cord extending from the pubic tuberosity 
to the iliopectineal eminence. It is formed by the 
fusion of various fascial layers: pectineal aponeuro- 
sis Gimbernat’s ligament, Colle’s ligament, fascia 
transversalis, and the ligaments of Henle and 
Hesselbach reinforced by the pectineal fascia. 
Cooper’s ligament is principally developed from the 
pectineal fascia and consists ot that part of the fascia 
that spreads over the pubic ramus and extends as a 
flat cord to the iliopectineal eminence. 

If the same surgical factors are utilized in femoral 
hernia that are used in inguinal hernia, relapse 
would be rare. There are certain erronous im- 
pressions regarding the crural route for femoral 
hernia that give rise to disaster. The opinion is 
prevalent that the repair of femoral hernia by the 
thigh route is a simple operation, that the technique 
does not require anatomical exposure of the field of 
operation, and that recurrence is rare. 

The statement that femoral hernia does not tend 
to recur after high ligation of the sac is without 
foundation. Even with closure of the ring by the 
operation of Bassini or Fabricius with high ligation 
of the sac a funnel projection of the peritoneum is 
always left, which constantly tends to recurrence. 

If the same precautions were resorted to in femoral 
hernia that are utilized in inguinal hernia (high 
ligature of sac, secure closure of the internal ring 
from above, and aseptic wound healing) relapse 
would be as rare as in inguinal hernia. 

The inguinal route or approach renders resection 
and anastomosis a very easy procedure compared 
to a resection in an operation by the crural route. 
The supplementary abdominal incisions, so often 
necessary in resection when the crural operation 
is made, need not be considered for a moment when 
the inguinal operation is made. 

Moschcowitz reports a case on which he had 
operated for femoral hernia by the thigh route and 
secured an apparently satisfactory result. About 
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a year and a half later he did a laporotomy on the 
patient and examination within the abdomen re- 
vealed a sac two inches deep. 

When femoral hernia is attacked by a high incision 
(inguinal route) anatomic exposure of the femoral 
ring can be made from above, bringing into view 
Cooper’s ligament, which is utilized in the closure. 

In the operation for the cure of femoral hernia 
by the inguinal route, the skin incision is not unlike 
that made for the Bassini operation, except when 
the sac is found adherent, when the incision may be 
extended down into the thigh so as to give room for 
extirpation of the sac. 

The next step in the operation is that of dividing 
the aponeurosis of the external oblique in the direc- 
tion of its fibers. The upper flap of the external 
oblique aponeurosis, the internal oblique and trans- 
versalis are held up by a retractor while a second 
retractor is placed under the lower flap of the ex- 
ternal oblique aponeurosis, which retracted down- 
ward brings Poupart’s ligament into view. A tape 
or piece of gauze is passed beneath the round liga- 
ment or spermatic cord, and used to retract the round 
ligament inward, and in case of a male, the sper- 
matic cord is retracted outward which gives a very 
good exposure of the field of operation, with its 
floor covered by the transversalis, a thin layer of 
fascia just over or next to the peritoneum. The 
transversalis fascia is bluntly divided along the 
line of the original incision, then picked up by 
the retractors and held with the other tissues, up- 
ward and inward, and outward and downward. 
This retraction brings the peritoneum with the con- 
stricted neck of the sac into view. 

The retractor is removed from the lower and outer 
flap to show the lower cut surface of the transversalis 
fascia attached to Poupart’s ligament and its rela- 
iionship to the peritoneum. If the deep epigastric 
artery should run an anomalous course, it will at 
this stage come into view, and it may be retracted 
or cut between ligatures. 

The sac is retracted with its contents, or if this is 
impossible Gimbernat’s ligament, which forms the 
sharp margin of the constricting ring, may be cut 
with a blunt-pointed herniotomy knife. The liga- 
ment is in full view which makes it practically im- 
possible to encounter an anomalous obturator 
artery. If such should occur, it is in view and the 
hemorrhage can be promptly controlled; but in an 
operation by the crural route or by the thigh, 
Gimbernat’s ligament must be cut blindly, endan- 
gering the obturator artery, from which a hemor- 
rhage may occur that is very hard to control, or the 
sac may be opened just where it converges from the 
neck, through which opening the hernial contents 
may be retracted and placed in the peritoneal 
cavity, and held by a sponge or pack. 

If the hernial contents are adherent to the sac 
loose in its bed, the sac and contents can be pulled 
out of the hernial bed, converting a femoral hernia 
into an inguinal hernia, which makes it a convenient 
and easy task to deal with the sac and contents. 
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If the sac is adherent to its bed a pair of artery 
clamps should be introduced down to the lowest 
point in the sac, then closed and withdrawn. If 
the sac does not evert on account of adhesions to 
the bed in which it lies, the lower skin-flap may be 
retracted down over the thigh, or the inguinal in- 
cision may be extended downward on the thigh 
over the hernial protrusion, thus enabling the 
operator to dissect the sac free of adhesions. 

The sac is tied off and transfixed beneath the 
transversalis and internal oblique muscles. It is 
tied off sufficiently high, and drawn up under the 
transversalis and internal oblique muscles, so as to 
provide against leaving a protrusion or dimple or 
funnel-shaped projection of the peritoneum and 
acts as a safeguard against relapse. The inner and 
upper flap is retracted inward and upward, and the 
outer and lower flap outward and downward, which 
exposes to full view the femoral ring bounded 
externally by the external iliac vein, femoral and 
internal epigastric arteries, anteriorly by Poupart’s 
ligament, internally by Gimbernat’s ligament 
covered by a reflection of the transversalis fascia, 
and posteriorly by Cooper’s ligament. 

With asmall, curved, blunt-pointed needle, thread- 
ed with catgut suture No. 2, Cooper’s ligament, 
which can be seen —a dense, tough, white, glistening 
fascial membrane—covering the horizontal ramus 
of the pubis, is pierced just internal to the iliac vein, 
and then the needle is carried through the lower flap 
of the transversalis fascia, and the edge of Poupart’s 
ligament. Two or three sutures are now similarly 
placed internal to the first—the last one and the 
most internal suture picks up Gimbernat’s ligament. 
Tying all these sutures approximates Cooper’s 
ligament and Poupart’s ligament, which effectually 
closes the hernial orifice. 

The operation is now to be completed as though 
it were an inguinal hernia, by the Bassini method. 
The internal oblique and transversalis muscles and 
the flap of the transversalis fascia are sutured en 
masse to the overshelving portion of Poupart’s. 
ligament, making a bed for the spermatic cord in 
the male (the round ligament in the female is never 
transplanted). The external oblique is next closed 
over the cord —lapped or imbricated —and the skin 
is closed with a buried No. 1 catgut suture or with a 
silk or horsehair buttonhole suture. 


GASTRO-INTESTINAL TRACT 


Fowler, C. C., Rehfuss, M. E., and Hawk, P. B.: 
Gastro-Intestinal Studies; an Investigation 
of the Gastric Residuum in Over One Hundred 
Normal Cases. J. Am. M. Ass., 1915, lxv, 1021. 


The authors give a complete survey, chemical and 
physical, of too residuums from normal stomachs, 
together with a discussion of the different theories 
on this subject presented in the later literature. 

After a short technical description of the methods 
used and the statistical results obtained in the series, 
the authors summarize their findings, as follows: 
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1. The accepted limit of the normal residuum 
of the empty stomach as 20 ccm. is false. The 
average in the series was 52.14 ccm. ‘This throws 
considerable doubt on the value of increased resi- 
duum in ulcer cases. 

2. The residuum, as found, had in every case 
all the qualities of a physiologically active secretion. 

3. The gastric glands are never inactive. 

4. There is a definite relationship between the 
character of the residuum and the character of the 
gastric secretory response to a stimulus. 

5. There is a constant tendency, from osmotic 
pressure, towards the formation of a stomach secre- 
tion. 

6. Both colorless and bile-colored residuums may 
be found in the same individual. 

7. Thecolored residuums appear more frequently 
in higher acidities, and vice versa, due to the greater 
frequency of regurgitation in the former condition, 
which partially neutralizes the high acid contents. 

8. Total and free acidity vary directly with one 
another. The series averaged 29.9 total acidity 
and 18.5 free acidity. Hence acid figuring over 70 
in an increased residuum is of diagnostic value. 

9. There is a definite relationship between the 
quality of pepsin and the total acidity for low acid 
values, which disappears as high acid values are 
approached. 

10. Trypsin was present almost constantly and 
in inverse ratio to the free acidity, due to a more 
complete pyloric closure in high acid conditions 
and the destructive action of acid on trypsin. 

11. The average cryoscopic index of —0.470 as 
compared to a blood equivalent index of —o.560 
accounts for a tendency of osmosis from the blood 
into the stomach. 

12. High acidities are shown by comparison 
of cryoscopic index and specific gravity data to be 
accompanied by a throwing out of an unknown 
solution of certain molecules. 

13. The residuum is one of the highest of body 
fluids, having a specific gravity of 1.0056, which is 
not without significance. M. CHase. 


Eusterman, G. B.: The Essential Factors in the 
Diagnosis of Chronic Gastric and Duodenal 
Ulcers. J. Am. M. Ass., 1914, lxv, 1500. 


This review is undertaken to emphasize proved 
clinical factors and briefly to consider various phases 
of experimental, clinical, and therapeutic advance- 
ment in their application to the diagnosis of benign 
chronic gastric and duodenal ulcers. The author’s 
observations are based on the study of 2,400 cases 
of gastric and duodenal ulcers operatively demon- 
strated in the Mayo Clinic from 1900 to 1914, in- 
clusive, with an especial summary of the cases of 
1913 and 1914. 

DIAGNOSIS 

A skillful anamnesis, in the absence of extensive 
clinical observations or direct roentgenologic evi- 
dence of a lesion, is still the most important factor 
in the differential diagnosis of lesions causing gastric 
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disturbance. With regard to ulcer, characteristic 
chronicity or remission of symptoms is readily ap- 
parent in the case records in over 80 per cent of all 
our proved cases. The principles emphasized by 
Graham since his earliest observations are as effec- 
tive today as then and are the accepted diagnostic 
criteria in a large daily experience. Pyloric and 
duodenal ulcers in which complications are not far 
advanced invariably manifest periodic exacerbations, 
Seasonal variations, especially of spring and fall, 
appear in almost 40 per cent of all cases. Nervous 
and physical fatigue, infection and exposure, dietetic 
indiscretions, toxic intestinal disturbance, etc., are 
prominent factors influencing recurrences. Be- 
tween seizures complete relief from symptoms is the 
rule although frequently in ulcers situated well 
up along the lesser curvature remission rather than 
periods of complete relief may occur. In general 
the greater number of these patients have had 
symptoms for from five to twenty years, few less than 
one, and a constant average of twelve and one- 
half years. During the period of attack, pain or 
distress, variable in character and intensity, is the 
common and constant symptom in nearly all cases. 

Of secondary diagnostic significance are the loca- 
tion, type, and area of radiation of the pain. The 
time of pain and method of its control are of pri- 
mary importance. The complex of chronicity and 
periodicity of attacks in which pain or distress and 
the usual association of symptoms repeated uni- 
formly day by day during the attack and bearing a 
fairly definite relation to food intake and control is 
of primary clinical importance in the diagnosis of 
80 per cent of cases of uncomplicated peptic ulcers. 
In the remaining 20 per cent this complex may be 
irregular, atypical, or almost entirely absent; or 
the symptoms may be “mixed,” owing to coinci- 
dence of disease in contiguous organs, which occurs 
in about 16 per cent of all cases of ulcer. It is this 
group which often taxes the resources of the clin- 
ician, but errors in diagnosis do not easily occur if 
the possibilities are constantly borne in mind, espe- 
cially in cases (1) in which a perforative process or a 
painful spasm simulates hepatic colic, (2) in cases in 
which ulcers had become chronic and complicated 
when the first symptoms appeared, and (3) in cases 
suggesting a malignant process, the result of an 
extensive ulcer, hemorrhage, cachexia, and perhaps 
a palpable inflammatory mass. 

Clinical differentiation between gastric and 
duodenal ulcer is extremely difficult and in most in- 
stances well-nigh impossible. This has been the 
opinion of most observers. With great regularity 
late pain and the nature of hemorrhage in proved 
gastric ulcer may suggest duodenal lesion. Then, 
too, not infrequently the earlier onset of pain in 
some cases of duodenal ulcer suggests gastric lesion. 
In about 5 per cent of all ulcers coincident lesions in 
the stomach and duodenum are noted, an incidence 
which increases the difficulties. In the author’s 


experience and in that of many other observers the 
roentgen ray is of inestimable value. 


In this field 
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it has its most practicable application besides occa- 
sionally furnishing the first reliable evidence to indi- 
cate the presence of ulcer; but too great reliance 
must not be placed on this; for, valuable as may be 
the information afforded by the roentgen examina- 
tion, it has its limitations. ‘The degree of demon- 
strability of gastric ulcer is directly concerned with 
three factors; that is, position, size and depth of the 
ulcer. The direct sign of irregularity of the gastric 
contour (niche, accessory pocket) may be wanting 
in instances in which the ulcer is situated on the 
anterior wall, high up in the cardia and when it in- 
volves the pyloric segment; should it be shallow, 
“‘slit-like,”’ it may not be successfully demonstrated. 
Indirect and auxiliary signs, however, in combina- 
tion with clinical data, may be helpful in establish- 
ing the diagnosis. The strikingly frequent occur- 
rence of bulb deformity or hyperperistalsis with 
residue in duodenal ulcer is worthy of note from 
both the point of diagnosis and localization. 

The continuous or intermittent presence of altered 
or fresh blood in the gastric extract, the absence of 
evidence pointing to gross motor disturbances and 
the situation of pain and tender point to the left 
of the median line are strong presumptive evidence 
of gastric ulcer. Clinically, this general observa- 
tion can be made: Uncomplicated types of duodenal 
and pyloric ulcer are invariably clear-cut through- 
out their life history; the longer the period between 
intake and pain, the lower the ulcer, as a rule; the 
more prompt the onset and the briefer the duration 
of pain, the higher the ulcer. In ulcer of the stom- 
ach proper this may not be so clear-cut as in duode- 
nal or pyloric types, nor are the day-by-day symp- 
toms so clearly defined. In ulcers well above the 
pylorus the symptoms are likely to be continuous, or 
remissions rather than intervals of complete relief 
are likely to be noted. The pain is not so often 
relieved by food; small amounts of food may give 
relief, while increased amounts may cause distress; 
more care as to diet is necessary; if bleeding occurs, 
hematemesis predominates; vomiting plays a more 
frequent réle even in the absence of obstruction, and 
affords relief; soda relieves pain when food does 
not; pain begins earlier, as a rule, often disappearing 
before the next meal, for obvious reasons, in the 
absence of stasis or marked hypersecretion. Thus 
the food-relief is minimized; but pain from one- 
half hour to two hours after food is quite the rule 
and is of diagnostic significance. Too much clini- 
cal significance cannot be placed on reliable evi- 
dence‘of gross hemorrhage in the presence of other 
symptoms characteristic of ulcer. This complica- 
tion, however, occurs in only about 35 per cent of 
all chronic gastric and duodenal ulcers. The as- 
sociation of haemorrhage with the ulcer-complex 
makes for safe diagnosis of ulcer in 95 per cent of all 
cases. In 5 per cent of all ulcers there is a silent 
bleeding type in which blood is regularly found in 
the stools, but more or less complete absence of 
other usual clinical symptoms of pain, hyperacidity 
and food ease. Benign ulcer, unlike cancer, bleeds 
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intermittently. Positive analysis of occult blood 
in the stool on limited examination was present in 
about 25 per cent only of the cases studied. Ham- 
orrhage has been noted in 2 per cent of all cases 
of chronic appendicitis associated with marked 
gastric disturbance, while it is as high as 5 per cent 
in chronic cholecystitis associated with the gastric 
reflex. In these cases the hemorrhage is probably 
due to primary follicular ulceration of the gastric 
or duodenal mucous membrane. More extensive 
observations on the frequency of occult blood, of 
general blood morphology and its diagnostic 
significance in ulcer are now under way and will be 
the subject of future consideration. 

Briefly stated, in those organic conditions which 
most frequently cloud the diagnosis —chronic chole- 
cystitis and cholelithiasis, chronic appendicitis, 
etc. —we obtain our greatest diagnostic aid from the 
irregularity of symptoms during the period of at- 
tack. This irregularity is chiefly concerned with 
the time of appearance of pain and the influence 
of food. Nothing follows in sequence day by day, 
perhaps due to the fact that the stomach behaves 
properly unless irritated by the contiguous lesion 
and this extrinsic lesion is irregular in its influence. 
Judging from the case records, chronic catarrhal or 
“‘strawberry”’ cholecystitis very perfectly and most 
frequently simulates the ulcer-complex. The fea- 
tures of chronicity and “‘spells”’ (of invariably brief- 
er duration, however) with characteristic pain, 
hyperacidity, and flatulency having some food rela- 
tion, the absence of colic, icterus, and localizing 
signs are not uncommon. In order to lessen diag- 
nostic error, daily clinical observation, repeated 
gastric analysis under variable circumstances, 
examination of the feces and, finally, the therapeu- 
tic management based on the well-known principles 
laid down by Sippy may be necessary. It is un- 
necessary to comment on the importance of having 
in mind and recognizing these types of chronic pain- 
ful dyspepsia most frequently having their origin 
in these extragastric lesions. Of considerable mo- 
ment, too, is the frequency of lesions coexistent in 
the gastroduodenal, biliary, pancreatic or appendi- 
ceal systems in which disturbances engendered by 
one may overshadow or make irregular the sympto- 
matology of the other, so that to the conceits of 
surgery must be left the ultimate diagnosis in too 
many instances. 

Test-meal analysis so essential to gastric diagno- 
sis has also its limitations. In the absence of definite 
evidence of blood, stasis, hypersecretion in the 
fasting contents, cardiac obstruction, etc., the find- 
ings are of value in so far as they are correlated with 
the clinical and roentgenologic data. They con- 
stitute a link, often a decisive one, in the chain of 
evidence. The instances of normal or subnormal 


acid value in the presence of a peptic ulcer occur in 
about 20 per cent of all cases; on the other hand, 
hyperacidity and hypersecretion, even stasis of the 
first degree, are only too frequently associated with 
functional states, ptosis, and extragastric lesions. 
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These conditions would soon lead to diagnostic 
confusion if too much dependence were placed on a 
single or even a repeated gastric analysis. Again, 
on account of purely physical conditions a con- 
siderable residue may be overlooked as shown by the 
contribution of Harmer and Dodd. ‘This disadvan- 
tage can be largely overcome by the use of a lavage 
tube of proper consistency, calibration, and ample 
fenestration, such as is now in common use. The 
researches of Rehfuss and his associates have caused 
a revision of the estimate of the normal contents of 
the fasting stomach. In selected cases the fractional 
study of gastric digestion by means of the same in- 
vestigators’ tube and methods has proved to be 
of practical diagnostic value* Hyperacidity is the 
rule in 60 per cent of cases of gastric ulcer and hyper- 
secretion, also in ulcers at or near the pylorus. 
These features, singly or combined, are noted in 
75 per cent of all duodenal ulcers. A considerable 
hypersecretion of 200 ccm. or more, likewise the 
recovery of retention contents of the modified 
Riegel meal after from twelve to fourteen hours 
invariably argues for a lesion or organic stenosis, 
especially if the findings are constant. The deter- 
mination of gastric motility is of diagnostic impor- 
tance second only to secretory function or disturb- 
ance, and for obvious reasons the former is of especial 
interest to roentgenologists. 

Carman and Miller conclude that their bariumized 
carbohydrate meal method is a more sensitive test 
for gastric motility than the modified Riegel meal as 
commonly used in the Mayo clinic; that the modified 
Haudek double meal method is more informative 
than tubing after a motor-meal test since the former 
not only shows delay of evacuation beyond six hours 
but also yields information as to hypermotile con- 
ditions. Their conclusions are based on a compar- 
ison of results of both examinations in 950 patients 
who came to operation. The lesions were as 
follows: appendix, 125; gall-bladder, 311; gastric 
ulcer, 109; gastric cancer, 137; duodenal ulcer, 268. 
Of these patients 200, 23.1 per cent, showed a 
six-hour barium residue; 131, 13.7 per cent, had 
food remnants after fourteen hours or longer. The 
majority, 209, or 90.4 per cent, of the 220 patients 
showing a barium retention were found to have 
cancer, or gastric or duodenal ulcer. They further 
conclude that a distinct residue after six hours from 
the barium meal given under prescribed conditions 
was in go per cent of instances indicative of grave 
pathology, and usually denoted obstruction at or 
near the pylorus. 

From personal observation a more sensitive test for 
motility in this method can be conceded especially 
in case of intermittent or low-grade retention de- 
pendent on pylorospasm, incomplete stenosis, and 
on lesions of the accessory digestive system. One 
may add that the comparison of results between the 
two methods is hardly fair, principally because of 
difference in the time element and other features 
which must be taken into consideration. The motor 
meal under proper circumstances will continue to 


be a most practicable index of gastric motility —a 
fact conceded by eminent roentgenologists and em- 
phasized by clinicians following observations made 
from the results of both methods. By the latter 
method one has the additional advantage of being 
able at the same time to estimate the secretory func- 
tion of the stomach. 

Exclusive of those cases in which a consistent 
diagnosis of gastric or duodenal ulcer was made and 
medically treated, there were 1,078 cases operatively 
demonstrated during the years 1913 and 1914. 
Of these, 264 were gastric and 814 were duodenal. 
Coexistent lesions in both organs were noted in 44, 
or4percent. The average ratio of gastric to duode- 
nal ulcers is well shown in this series, about 1 to 3; 
that is, 75 per cent of the ulcers were duode- 
nal. Of the 264 cases of gastric ulcer, 171 occurred 
in males and 93 infemales. The average ages were 
47 and 44.5 years, respectively. The average dura- 
tion of symptoms was 9.8 years. In about 80 per 
cent the course was intermittent, free intervals 
alternating with “spells” of variable duration, regu- 
lar (40 per cent), or irregular (49.5 per cent) in fre- 
quency. In 50 per cent the complaint was con- 
tinuous and progressive over periods of from several 
months to several years prior to operation. Ir- 
respective of the situation of the ulcer, pain appeared 
within 4 hours after meals in 85 per cent of the cases; 
in over 30 per cent it was present within 2 hours, 
in 55 per cent within 3 hours, regarded as constant 
in 3.8 per cent and irregular in 3.4 per cent. Defi- 
nite nocturnal pain occurred in only 6 cases, or 
2 percent. Pain was controlled by food or alkalies, 
or both, in 180 cases. ‘The majority of these, 84 per 
cent, showed relief after food, while alkalies alone 
gave relief in 15.6 per cent. There was a fairly 
definite history of bleeding (hamatemesis or me- 
lena) in 73 cases, or 27.6 per cent, of this group; 
about 41 per cent had hamatemesis only, 15 per 
cent melzna, while both hamatemesis and melena 
were mentioned in 44 per cent. 

Gastric analyses were carried out in 255 cases; 
38 per cent of these showed presence of altered blood 
in the extract. Gross retention was evident in 33.3 
per cent. The average total acidity was 54; the 
average hydrochloric acid was 42. In 18 per cent 
the acid values were normal or below. The absence 
of free hydrochloric acid was shown in 13 cases. 
Under such a circumstance the possibility of carcino- 
ma, syphilis or associated disease was evident. Five 
of these patients have since died from malignancy, 
three now apparently show malignancy; in the others 
the advanced age associated with considerable 
fresh blood in the extract, gall-bladder disease or 
other pathologic lesions explained the achlorhydria. 

The generally accepted complex of ulcer was more 
or less definitely present in 81 per cent of the 212 
cases; irregular but suggestive in 6.8 per cent; 
classified as irregular in 5.3 per cent. In the re- 
maining 7 per cent the picture was atypical or the 
record was incomplete. A primary diagnosis of 
gastric ulcer was made in 174 cases, or 66 per cent; 
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an alternative one in 21 cases, 8 percent. Duodenal 
ulcer was the primary diagnosis in 47 cases, or 27 per 
cent. The roentgen ray gave definite assistance in 
65 per cent of the 113 eases examined in this series. 

The situation of the ulcers was as follows: the 
lesser curvature in 167 cases, or 63 per cent; the 
pylorus, 35, or 13 per cent; total ulcers at or near the 
pylorus, 87, or 33 per cent; posterior wall, 27, or 10 
per cent; anterior wall 6, or 2 per cent; 2 gastro- 
jejunal ulcers secondary to gastro-enterostomy. 
Multiple ulcers were noted in 15 cases, or 5.6 per 
cent. 

The complications were: advanced cicatricial 
pyloric stenosis, 11.7 per cent; evidence of perfora- 
tion, 28 per cent; perigastritis with adhesions to 
neighboring structures, 28 per cent; questionable 
malignancy, 11.7 per cent; appendiceal disease, 33.7 
per cent. In less than 25 per cent of all cases was 
there no complicating factor, a fact which illustrates 
the advanced stage of the process at the time of 
first examination. 

Of 814 cases of duodenal ulcers 628 (77 per cent) 
were males and 186 (22.8 per cent) were females. 
This characteristic disproportion in sex incidence 
Wilkie has probably explained on an anatomic 
basis. The average age was 43 years and the 
average duration of symptoms was over twelve 
years. The clinical course was intermittent in 95 
per cent of all cases, and periodic in 50 per cent. 
Continuous preoperative complaint of variable 
duration was noted in 26 per cent. In more than 
85 per cent the pain appeared in from two to five 
hours after taking food; in the remainder it appeared 
within two hours. Nocturnal pain only was noted 
in 6 cases or 7 per cent. Definite relief by food 
was noted in 67 and partial or irregular relief in an 
additional 15 per cent. Relief by neutralization 
was present in 39 per cent. Hamorrhage was re- 
ported in 208 cases, or 25 per cent, and was classified: 
melena, 8.8 per cent; hematemesis, 6 per cent; both 
melena and hematemesis, 10.5 per cent. The acid 
values averaged 20 per cent higher than in gastric 
ulcer and in only 7 per cent were they below the 
accepted normal standard. 

A primary clinical diagnosis was made in 543 
cases, or 66.7 per cent, and an alternative one in 
67 cases; that of primary gastric ulcer in 88 cases, or 
10.8 percent. This totaled 85.7 per cent, the usual 
average in all the series recently studied. Of 251 
cases in which the tentative diagnosis of gall-bladder 
disease was also made, 51, or 20 per cent, showed this 
disease present and 51 ulcers, 22.3 per cent, were 
shown to be chronic perforating. Reviewing the 
case histories, the ulcer complex was fairly regular in 
71 per cent, suggestive in 7.2 per cent, and irregular 
in 13. 2 per cent. 

At operation advanced pyloric stenosis was shown 
in 251 cases, 30.8 per cent; perforation in 26.8 per 
cent; periduodenal inflammatory disease in 23.5 
per cent. Associated disease in the appendix oc- 
curred in 48 per cent; in the gall-bladder in 9.7 per 
cent. 
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A more detailed comparative study of the statisti- 
cal end-results in these two groups serves to bring 
out the salient differential clinical features as pre- 
viously mentioned. 


Mayo, W. J.: Gastric Ulcer. J. Am. M. Ass., 1915, 
Ixv, 1069. 


Gastric ulcer is a more serious condition than 
duodenal ulcer, but fortunately not so frequent. 
The statistics of the Mayo clinic show 27 per cent 
gastric ulcers to 73 per cent duodenal. The large 
majority of so-called pyloric ulcers are in reality 
duodenal. Ulcers in the terminal inch and a half of 
the stomach will probably be mistaken for carcino- 
ma on account of the palpable tumefaction due to 
cedema and muscular hypertrophy. Acute per- 
forating gastric ulcers are less liable to be protected 
by adhesions and the escape of gastric content will 
probably be great, readily diffusing itself over the 
pelitoneum. The perforation is difficult to close. 
Hemorrhage in gastric ulcer is somewhat more 
frequent than in duodenal ulcer and is more serious. 

Ulcers in the stomach create deformities which 
interfere seriously with gastric motility and digestion 
and in a considerable percentage of cases are follow- 
ed by carcinoma. Statistics on this cancer question 
derived from autopsies are of very little account 
in settling the matter; only those cases in which the 
entire diseased part can actually be removed at 
operation being of value for study. The prevailing 
scepticism on this point is not justified by the facts 
and tends to the prolonged medical treatment of 
chronic cases, which, if the carcinoma liability were 
understood in addition to the ulcer risk and disabil- 
ity, would be more promptly treated by the surgeon. 
Opinions as to the medical cure of ulcers are usually 
erroneous and based on the frequent cessation of 
symptoms with or without treatment. 

When supposedly cured cases are operated on 
during the quiescent interval the ulcer is not found 
to be cicatrized, but unhealed. Roentgenograms 
show the same condition. Of the four means of 
diagnosis, the history is first, the roentgenogram 
second, the physical examination including the use 
of the stomach tube is third and of great value, 
while the laboratory examination is a poor fourth. 
The large majority of ulcers occur in the terminal 
two inches of the pyloric end and should be resected 
after the Rodman method. Ulcers of the lesser 
curvature and antrum are best subjected to Bal- 
four’s method of cautery excision and gastro-enteros- 
tomy. In posterior ulcers of the body of the 
stomach, the transgastric excision gives good results, 
but where great deformity exists with extensive 
adherent ulcer craters of the posterior wall, re- 
moval of the entire pyloric end and union between 
the stump of the stomach and the side of the jeju- 
num, end-to-side, is indicated. Hour-glass stomachs 
can be treated by gastrogastrostomy after Watson; 
by plastic operation of the Finney type of gastro- 
duodenostomy, or by the sleeve resection. This 
latter method is very effectual. 
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Ochsner, A. J.: The Relation Between Gastric 
Ulcer and Cancer. J. Am. M. Ass., 1915, lxv, 
1073. 

During the past ten years the author has person- 
ally studied all cases of cancer of the stomach re- 
moved in his clinic, with a view to determining 
whether its beginning was in the margin of an ulcer, 
and in all of the cases not too far advanced for 
reliable observation he has been able to find evi- 
dence of the previous existence of an ulcer. In the 
late cases neither positive nor negative evidence 
could be found. 

Regarding the evidence from the history, from 
previous diagnosis from those treating the case, and 
from laboratory findings, he found that one who is 
thoroughly careful in his search for all facts which 
have a bearing on the fact that cancers are implant- 
ed on ulcers can always elicit from the patient by 
careful cross-examination a sufficient amount of 
evidence in the history to support this position, 
while if one must depend on the facts put down in 
the ordinary history written by house officers, whose 
attention is not centered on this feature, one will 
be disappointed in his search for typical ulcer symp- 
toms. 

His observations seem to warrant the following 
conclusions: 

1. In all of the recent or early cancers encoun- 
a the growth was located in the edge of an 
ulcer. 

2. By careful study of the history of late cancer, 
in which the original ulcer had, of course, been 
obliterated by the growth, it was possible to elicit 
a previous ulcer history. 

3. In studying the development of cancers in 
other parts of the body, a point is usually found 
which has been subjected to long-continued irri- 
tation, as in the lip, face, rectum, or uterus. 

4. The fact that there are so few cancers of the 
duodenum as compared to cancers of the stomach can 
be explained by the fact that, while there is stasis 
in the stomach, there is none in the duodenum. 
In other words, while food containing the cancer 
germs will remain in contact with the ulcer of the 
stomach sufficiently long to permit the germs to 
become implanted, this is not the case in the duode- 
num. 

5. It is possible that these germs may require 
an acid medium to stimulate them to attack the 
tissues. 

6. It is relatively an easy matter to overlook the 
history of a previous gastric ulcer, because in the 
absence of severe hyperacidity the pain in these 
cases is frequently not sufficient to be remembered 
through the great distress from which the patient 
suffers after the cancer has developed. 

7. It is usually found that a large majority of 
these patients have habitually eaten large quanti- 
ties of food which was certain to be infected with 
manure, such as lettuce, celery, radishes, etc., so 
the introduction of the cancer germ into the open 
wound of the ulcer could easily be explained. 
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8. These gastric ulcers are of such long duration 
that the focus of irritation might readily serve to 
locate cancer germs which might have entered the 
circulation through some other portal. 

9. This does not indicate that every patient who 
has ulcer of the stomach will ultimately have cancer 
any more than that every soldier going to war will 
be shot, but it shows the wisdom of closing this 
opening for the entrance of cancer by curing the 
ulcer early and permanently. 

10. Much attention should be given to the early 
history of these cases and to the prevention of feed- 
ing unclean, uncooked food. Epwarp L. CorneELL. 


Finney, J. M. T., and Friedenwald, J.: Experiences 
with Gastro-Enterostomy; a Study of One 
Hundred Cases as Compared with a Similar 
Number of Cases of Pyloroplasty. Am. J. M. 
Sc., 1915, cl, 469. 

The authors have collected 100 cases each of 
gastro-enterostomy and pyloroplasty in order to 
compare them in detail and to determine whether 
any advantage really exists in favor of the latter. 

The largest number of cases of gastro-enterostomy 
occurred between the thirtieth and sixtieth years, 
while those of pyloroplasty occurred between the 
thirty-fifth and fiftieth years. There were 56 males 
and 44 females in the former series, with an average 
duration of symptoms of nine and one-half years, 
while in the latter there were 63 males and 37 fe- 
males with a like average symptom duration, al- 
though the greatest duration was 25 years as against 
19 years in the first. 

In the gastro-enterostomy series pain was present 
in 90 per cent; vomiting in 65 per cent; hamateme- 
sis in 23 per cent; melena in 44 per cent; and reten- 
tion in 36 per cent. In the pyloroplasty series 
pain was present in g2 per cent; vomiting in 64 per 
cent; haematemesis in 21 per cent; melzena in 46 
per cent; and retention in 42 per cent. Also, in the 
former there were 46 cases of gastric ulcer and 38 
duodenal ulcers against 55 cases of gastric ulcer and 
32 duodenal ulcers in the latter series. 

In 67 of the cases in the gastro-enterostomy group 
with obstruction, 44 were due to gastric ulcer, 14 
to duodenal ulcer, and 9 to adhesions. In 64 of the 
pyloroplasty group, 51 were due to gastric ulcer, 7 to 
duodenal ulcer, and 6 to adhesions. 

After gastro-enterostomy, immediate success was 
obtained in 82 per cent; while, after pyloroplasty, 
go per cent were successful. In both groups there 
were 4 cases in which secondary operation was 
required to correct immediate difficulties. There 
were 7 deaths following gastro-enterostomy and 
5 deaths after pyloroplasty. 

In 77 cases of gastro-enterostomy, after 1 year 
the results were satisfactory in 84.4 per cent, while 
in 82 cases of pyloroplasty after 1 year the results 
were satisfactory in 93.9 per cent. Final results 
in the first group showed a percentage of 77.2 per 
cent satisfactory recoveries, and in the latter 88.6 
per cent. 
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The authors conclude that the immediate and 
final results are clearly in favor of pyloroplasty; 
that gastro-enterostomy is indicated where the 
duodenum is too densely adherent to be mobilized 
and where the pylorus is thickened and infiltrated 
from hypertrophic ulceration; that gastro-enteros- 
tomy be limited to relieving stenosis of pylorus due 
to malignancy; and that pyloroplasty and pylorec- 
tomy are far safer and more satisfactory procedures. 

P. M. CHASE. 


Sturgis, M. G.: Congenital Intestinal Anomalies. 
Surg., Gynec. & Obst., 1915, xxi, 447. 


Congenital intestinal anomalies, while rare, are 
becoming more important to the abdominal surgeon, 
especially so on account of the increasing use of the 
X-ray in diagnosis. There are three classes; viz., 
stenosis and atresia, diverticula and cysts, and mal- 
positions. 

1. Stenosis and atresia present many forms: 
diaphragms, complete membranes, strictures of vary- 
ing size to complete obliteration, and occasionally 
the complete severance of the intestinal canal, 
with only fibrous connection between the two closed 
ends. The duodenum is the most frequent site— 
about 35 per cent of all cases recorded. Stenosis 
alone is frequently found in the lower ileum in the 
situation of Meckel’s diverticulum, with which it is 
sometimes associated. In this situation it is not 
incompatible with long life. In the duodenum, 
atresia is much more frequent than stenosis, the 
common site being in the vicinity of the biliary 
papilla and the duodenojejunal junction. This is 
probably from a persistence of the normal occlusion 
found in embryos of from 7 to15 mm. _ In the jeju- 
num and ileum, embryological occlusion does not 
normally occur; and, if found, is the result of develop- 
mental defect, according to one school, or to the 
existence of adhesion from prenatal peritonitis. 

2. There are two types of true diverticula: one 
having at its apex an accessory pancreas is found in 
all portions of the intestine; the other, Meckel’s 
diverticulum, is found in 2 per cent of humans in 
the lower ileum on an average of 50 cm. from the 
ileocecal valve. It presents a wonderful variety 
of forms—a thimble-like projection, a patulous 
duct extending to the umbilicus, or a fibrous cord 
weaving among the intestines. With both attach- 
ments severed, it becomes the most prolific source 
of congenital cysts. These may be found within 
the mesentery and their contents may be clear, 
sanguineous, or chylous. Cysts may also arise 
from snared-off portions of the intestines, cases 
having been reported arising from the duodenum and 
jejunum. 

3. Maldevelopments and malpositions include 
cases of absence of the cecum and ascending colon, 
and cases of absence of the ileocecal valve also. 

Malpositions result from the failure of the intes- 
tines to follow the usual course of their develop- 
ment, with the arrest of some portion at some point 
short of the normal one. 
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The author describes two cases: the first, an 
atresia of the ileum in a newborn baby; the second a 
failure of the colon to rotate, in which case also the 
small intestines lay apparently in a prolongation 
of the lesser peritoneal cavity which communicated 
with the greater not only through the foramen of 
Winslow, but also through an extensive opening 
extending from the right iliac fossa to the promon- 
tory of the sacrum. 


Popper, H.: Roentgen Diagnosis of Intestinal Per- 
foration (Die Diagnose der Darmperforation mit 
Hilfe der Roentgendurchleuchtung). Deutsche med. 
Wcehnschr., 1915, xl, 1034. 


The diagnosis of stomach and intestinal diseases 
by roentgen rays has made great progress since the 
introduction of the use of bismuth for that purpose. 
The results of roentgen examination of the other 
abdominal viscera were less satisfactory until the 
plan was recently conceived of introducing gas into 
the large intestine or into the peritoneal cavity, 
thus bringing out the outlines of the liver and 
spleen. 

When the gas is introduced with the patient 
standing it collects at the highest point in the ab- 
dominal cavity under the dome of the diaphragm, 
pushes the liver and spleen down and gives a 
very characteristic, clear, sickle-shaped, bright zone. 
In all diseases in which gas collects in large quantities 
in the abdominal cavity this phenomenon is often 
observed, and it is an early symptom of perforation. 
Popper describes an illustrative case. When the 
patient is shaken there is a wavelike movement of 
the gas or fluid. This phenomenon is observed, not 
only after perforation of ulcers of the stomach, 
duodenum, and intestine, but after injuries of the 
intestine and after perforating appendicitis. It is 
always an early symptom. As the prognosis is 
better the earlier the operation, this sign should 
always be looked for in doubtful cases. A. Goss. 


Abbott, A. W.: The Early Diagnosis of Intussuscep- 
tion in Children Under Three Years of Age. 
Tr. West. Surg. Ass., Des Moines, 1915, Dec. 


As children under three years of age have too 
little intelligence to describe their symptoms, a 
knowledge of their clinical behavior is most impor- 
tant. Twelve children, three years of age or under, 
were under observation and the following conclu- 
sions reached: 

1. Asudden violent abdominal pain, accompanied 
by a regurgitation of its stomach contents, in a child 
otherwise well, initiated the attack in 100 per cent 
of the cases. 

2. Recurring pains, varying in intensity but 
regular in periodicity accompanied by the assump- 
tion of peculiar positions, generally the prone, in 
those strong enough to move about, occurred in 
100 per cent of those noted. In cases beginning in 


collapse, 25 per cent, these periodic pains were often 
indicated only by regularly repeated moans and 
drawing up of the limbs. 
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3. An abdominal tumor could be made out some- 
where in the course of the colon in 92 per cent. 

4. The stools contained no feces in 91 per cent 
of the cases. 

5. Mucous stools are recorded in 83 per cent 
of cases. 

6. The above indications should strongly suggest 
intussusception within 48 hours after the attack. 

7. Blood in the stools adds to this certainty of 
diagnosis, but it may be absent in 77 per cent until 
after the second day. 

8. Instead of distention we may expect a flaccid, 
scaphoid abdomen. 

9. Recurring vomiting is usually not one of the 
earliest symptoms, being absent in 81 per cent until 
the second day or later in the author’s cases, and 
in exceptional cases there is no vomiting. 

10. The positive identification of the intussuscep- 
tion by the finger in the rectum is absolutely pathog- 
nomonic, but may be demonstrable in only 55 per 
cent. 

11. The virulence of the disease and its mortality 
depend not so much upon the time elapsing before 
operation as upon the intensity of the strangulation 
of the mesenteric circulation. This observation is 
supported by the following mortality account: 
(1) Of the 12 cases, 8 recovered, 4 died; (2) of 
the non-collapsing cases, 8 recovered, 1 died; (3) of 
those beginning to collapse, none recovered, 3 died. 

12. To protect all cases the earliest possible diag- 
nosis and operation is imperative. 


Bainbridge, W.S.: Chronic Intestinal Stasis. Tr. 
Am. Ass. Gynec. & Obst., Pittsburgh, 1915, Sept. 


Bainbridge traces briefly the evolution of the 
theory of the genesis and development of chronic 
intestinal stasis, as proposed by Sir Arbuthnot 
Lane, and emphasizes the difference between this 
complex condition and that which has been called 
‘old-fashioned constipation.” The underlying or 
primary causes of chronic intestinal stasis, the im- 
mediate or secondary causes, and the immediate and 
remote results of the condition are discussed, the 
cases are Classified, and the treatment of each class 
outlined. 

The purpose of this contribution, however, is 
avowedly “to add to the evidence a few cases 
which seem to indicate the far-reaching importance 
of chronic intestinal stasis as a factor in the produc- 
tion of pathological conditions hitherto not definitely 
associated with the drainage scheme of the body.” 
While it is not contended that the cases of the mild 
and the mid-group categories are to be ruthlessly 
subjected to radical surgical procedures, such as 
ileocolostomy, or ileocolostomy with colectomy, the 
fact remains that many cases reach the advanced 
degrees of stasis whether or no, and must be treated 
as such. Cases have multiplied in increasing pro- 
portion as time and experience have progressed, 
which illustrate the advanced stages to which chron- 
ic intestinal stasis may reach, rendering the patient 
a pitiful spectacle of general misery and unfitness. 


It cannot be stated on what borderline of disease 
such patients may stand, nor can it be determined 
just when the line has been passed, beyond which the 
individual enters another realm of disease and suf- 
fering. Lane’scontentions with regard to the caus- 
ative association of chronic intestinal stasis and 
certain other diseases, notably tuberculosis and 
cancer, may not be accepted, but it has not been 
unequivocally demonstrated that there is no such 
relationship. ‘The experience of Lane and his co- 
workers with cases in which various so-called end- 
result conditions have been palliated or cured, by 
ileocolostomy or colectomy, have been paralleled 
in the author’s experience regarding certain forms of 
mental and nervous affections, particularly epilepsy. 

In his work as visiting surgeon to the New York 
City Children’s Hospital and Schools on Randall’s 
Island, as well as in private practice, Bainbridge 
has long noted the connection between what he 
formerly considered as constipation and certain 
forms of mental and nervous diseases, notably 
epilepsy. He repeatedly observed marked improve- 
ment of symptoms, and, in mild epilepsy, a lessen- 
ing in frequency and severity of the attacks, follow- 
ing a thorough clearing out of the alimentary canal. 
Ten years ago, when he became interested in the 
study of chronic intestinal stasis, and began to 
apply his findings to the patients on Randall’s 
Island, he became more strongly convinced than ever 
that much could be done for these patients through 
the correction of defects in the drainage scheme of 
their bodies. Subsequent experience has verified 
this conviction. Among the end-result cases re- 
ported in this paper cured or markedly improved, 
by overcoming the chronic intestinal stasis, are 
epilepsy, probably petit mal; general nervous and 
physical invalidism extending over many years; 
chronic pancreatitis, obstructive jaundice, gall- 
stones, and non-malignant ulcer. 

In conclusion Bainbridge emphasizes the fact that 
chronic intestinal stasis is primarily a condition 
which is entirely amenable to dietetic, hygienic, 
and medical treatment, and should not, therefore, 
be so generally considered as coming entirely within 
the category of a surgical affection. If, however, 
through neglect or improper treatment the individ- 
ual case is no longer amenable to preventive meas- 
ures and those which come within the province of 
the internist or the gastro-enterologist, conserva- 
tive surgical procedures may be employed, especially 
in milder cases. Unfortunately, however, many 
cases progress to a more advanced stage before re- 
lief is sought, and in such cases it may be necessary 
to resort to the more radical surgical procedures, 
such as ileocolostomy or colectomy. From the 
cases cited, and many others in his own experience 
and that of others, he concludes that there is reason 
to believe that chronic intestinal stasis plays an 
important part, either in initiating or in augment- 
ing, many conditions which were formerly not 
associated, from the etiologic point of view, with 
perverted function of the gastro-intestinal tract. 
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These far-reaching possibilities should be borne in 
mind by practitioners in every field of medicine 
and surgery. 


Williams, R. B.: Chronic Intestinal Stasis as 
Produced by Obstruction at the Ileoczcal and 
at the Hepatic Flexure. Ann. Surg., Phila., 
1915, lxii, 326. 

Williams discusses the cause, symptoms, and treat- 
ment of chronic intestinal stasis due to obstruction 
at the ileocecal region and at the hepatic flexure, 
and reports 19 Cases. 

The causes are purely mechanical, usually at or 
near the ileocecal valve, or at the hepatic flexure 
of the colon, and may be corrected or removed by 
surgical measures. Near the ileocecal valve the 
obstruction may be due to a Lane kink, an adherent 
appendix, an unduly developed ligament of Treves 
with fixation of the appendix, to gross adhesions 
involving small intestine, cecum, and omentum, 
and in the ascending colon or at the hepatic flexure 
to a Jackson’s membrane, to angulation of the flex- 
ure by a membrane binding together the ascending 
and transverse colons, to a freely movable and pro- 
lapsed cecum, and in either region to multiple ad- 
hesions following acute inflammation or opera- 
tions. 

~The symptoms and signs of chronic intestinal 
stasis are: attacks of abdominal pain usually referred 
to the epigastrium or right iliac region, not associated 
with the taking of food and with or without vomit- 
ing; local tenderness; constipation alternating fre- 
quently with a mucous diarrhoea; a sensation of 
distention by gas; symptoms of intestinal auto- 
intoxication; and stagnation of bismuth at certain 
points in the intestinal canal, as shown by radio- 
graphs after a bismuth meal. The symptoms may 
be toxic or obstructive. 

The treatment may be medicinal, mechanical, 
or, in the majority of cases, operative. In early 
cases careful regulation of diet and administration of 
liquid petrolatum may suffice. In more advanced 
cases, these measures combined with the applica- 
tion of a supporting belt may entirely relieve the 
symptoms. The operative treatment consists in 
transverse division of abnormal bands, removal of 
the appendix, separation of all abnormal adhesions, 
etc., as the case may be. In all cases margins of 
divided membranes are well covered with vaseline 
to prevent further adhesions. 

Williams reports 19 cases with radiographs. 
The operations performed were as follows: 
Appendectomy 


Appendectomy and division of Jackson’s membrane..... 2 

Appendectomy and division of ileopelvic band.......... 4 

Appendectomy and division of Jackson’s membrane and 
I 


Division of adhesions of omentum and ileum to cecum. 1 
Appendectomy on account of well-developed ligament 
Division of adhesions of cecum to parietal peritoneum 
and of omentum to cecum and parietal peritoneum... . 1 
Division of Lane’s band and appendectomy........... 5 
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Separation of adhesions of omentum to right iliac fossa, 
to parietal peritoneum external to ascending colon, 
and between caput coli and right iliac fossa........... 2 

Division of Lane’s band and membrane stretching from 
ascending colon to transverse colon................. I 

Division of band from right iliac fossa to mesenteric 


All cases were discharged cured with the excep- 
tion of one in which an appendectomy and division 
of a Lane band was done. O. R. Sevin. 


Gibbon, J. H.: Typhoid Perforation. 
Phila., 1915, lxii, 385. 


Gibbon presents an analytical study of 139 
cases of typhoid perforation together with 16 sup- 
posed cases occurring in the Pennsylvania Hospital 
from 1901 to 1915. 

In this period, 5,891 cases of typhoid fever were 
treated, with 481 deaths. There were 139 cases of 
perforation, 112 of which were operated upon; 
of these, 27, or 24.1 per cent, recovered. During 
the period from 1909 to 1914, there were 15 opera- 
tions with no recoveries, while in 1915 there were 
10 operations with 5 recoveries. Gibbon believes 
this situation is due to the fact that in the 15 opera- 
tions, the average time ensuing between first symp- 
toms and operation was 20 hours, while in the last 
series of 10 operations the average time was 10 hours. 
He emphasizes the point that every hour after the 
onset of perforative symptoms is valuable and that 
delay is always fatal. 

A detailed clinical report is given of 16 cases in 
which a diagnosis of perforation was made, but not 
confirmed at operation. The most striking feature 
in this series is that only 2 died after exploration, 
where no cause of symptoms could be found. Acute 
appendicitis was found in 3, and 1 recovered. In 
another case hemorrhage probably produced the 
symptoms. This case recovered. Again, the pain, 
tenderness, and rigidity were found to be due to 
salt solution introduced into the abdominal wall. 
In another with a diagnosis of acute appendicitis, 
a preperforative stage of ulceration was found. 

In the 27 cases of perforation not operated on, 7 
were suspected but operation postponed as useless 
because of the patient’s condition. Lung conditions 
varying from bronchitis to tuberculosis caused the 
largest number of diagnostic errors. Hamorrhage 
stood next in order, while in but 3 instances was the 
error to toxemia or delirium. P. M. Case. 


Smythe, F. D.: Typhoid Perforation, Peritonitis; 
Report of an Unusually Interesting Case. 7r. 
South. Surg. & Gynec. Ass., Cincinnati, 1915, Dec. 


Typhoid fever is disgracefully prevalent in the 
United States. Five hundred thousand persons 
are annually infected, and of that number forty 
thousand die. One third of all the deaths from 
typhoid are due to perforation — peritonitis. 

Hospital statistics show a mortality of more than 
2.5+ percent from perforation. There is no means 
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of determining the per cent of deaths from perfora- 
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tion from typhoid in private practice. Perhaps, 
however, it is not quite so high as in cases treated 
at the hospitals. 

More than half of the perforations occur during 
the third week of the disease. Perforation may oc- 
cur, however, as early as the last of the first week or 
as late as the second month. 

The period of greatest danger is the third week. 

A complete record of the clinical course of the 
case should be kept so that the attendant’s atten- 
tion will at once be fixed upon any variation, how- 
ever slight. Symptoms suspicious of perforation 
appearing, a surgical consultant should be sum- 
moned at once. Delay in so doing until the next 
regular visit, or for the appearance of pathogno- 
monic evidence, is inviting disaster. 

Severe pain in the abdomen after the tenth day 
is a symptom suggestive of perforation. 

Thorough physical examination should be made 
at the earliest possible moment. In the event of ab- 
dominal rigidity, an operation should be performed 
at once. In the absence of abdominal rigidity, 
constant vigil should be kept, and total white and 
differential count made at hour intervals for six 
to eight hours. 

Symptoms subjective and objective pathogno- 
monic of perforation and peritonitis are: 

Subjective — 

1. Pain in the abdomen — usually in the hypo- 
gastrium or right lower quadrant. 

2. Pain, most severe in the hypogastric region, 
in the majority of cases of typhoid perforation, 
though it may be, and often is, located elsewhere. 

3. Pain is persistent, increasing in severity, often 
shooting and paroxysmal. 

4. Nausea with or without vomiting. 

5. Urgent desire to go to stool, efforts often 
ineffectual, neither flatus nor feces passing — copious 
dejecta rare. 

6. Vesical tenesmus, very common though not 
so pronounced as intestinal torma. 

Objective — 

1. Patient restless—facies denote physical dis- 
tress, forehead moist, large drops of cold sweat often 
present. 

2. Position in bed indicative of effort on the 
part of patient to relieve tension. 

3. Palpation reveals rigidity pronounced, if not 
general, rapidly increasing and soon becoming 
rigid. 

4. Tenderness upon pressure everywhere, most 
pronounced at or near the site of perforation. 

5. Temperature and pulse altered but little if 
any, immediately after perforation occurs. Gen- 
erally slight acceleration of the one and lowering 
of the other; both variable, and too much im- 
portance should not be attached to pulse or tem- 
perature. 

6. The blood count is of no value immediately 
after perforation unless the patient’s blood had been 
repeatedly examined for some hours prior to the 
suspected perforation. 
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Positive indications for operation are: 

1. Typhoid after first week, usually the third, 
with sudden pain in abdomen, severe, persistent, 
growing progressively worse — muscle spasm. 

2. Pain, at first local, rapidly extending, with or 
without nausea and vomiting. 

3. Tenderness upon pressure, local and general. 

If the above findings exist preparations for opera- 
tion should be begun without delay, regardless of 
the pulse-rate, temperature, or blood-findings. 
The sooner the operation is performed the better 
for the patient, as in gunshot wound perforations. 

Operation should be performed in hospital cases 
within from one-half to two hours after perforation 
occurs. Operations performed within that period 
may be classed as early operation. Operation four 
to eight hours after the occurrence of perforation in 
hospital cases is late operation and is evidence of 
inexcusable delay. 

Early operation would result in reversal of the 
recovery and death-rate; that is, it would read 80 
to 20 and not 20 to 80, our present statistics. 

The author reports a case of typhoid perforation 
with an unusual and interesting history. The 
patient, a male, aged 42, had had no previous illness, 
except chicken pox and measles in childhood. Five 
years ago he developed a hernia, right inguinal, 
incomplete; never strangulated or irreducible. 

While engaged in a friendly wrestling match he 
experienced sudden and severe pain in the hypogas- 
trium extending upward and outward toward the 
right quadrant. Excruciating pain was followed al- 
most immediately by copious vomiting. There was 
urgent desire to go to stool, but no gas nor feces 
passed. He collapsed while at stool, and was carried 
to his home. He continued to suffer pain in the 
abdomen, most marked near the symphysis pubis. 

When seen by his physician, two hours later, his 
temperature was 99.8°, pulse 74. 

The diagnosis was acute peritonitis, and he was 
referred to the hospital for operation. Seven hours 
after the onset of trouble he entered the hospital. 
Temperature 100°, pulse 84; complained of severe 
abdominal pain; was nauseated but did not vomit. 

The blood count, made while preparation for 
operation was going on: Pulse 84, total white 
count not submitted. The clinical diagnosis was 
peritonitis, secondary to perforation of hollow 
viscera. 

Under ether anesthesia a right rectus incision was 
made. Upon entering the cavity a dark offensive 
fluid escaped. The intestines were distended and 
very red; numerous flakes of fibrin were present. 
The appendix was examined at once; no trouble of 
consequence found, though engorged. Examina- 
tion of the ilium disclosed perforation near the 
jejuno-iliac junction. A single perforation about 
the size of a pin-head was found, and was sutured 
at once. After through-and-through marginal sero- 


serous reinforcement was secured, the cavity was 
wiped out carefully, and provision for drainage 
made with four large tubes, one directed upward 
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toward either flank, emerging through stab wounds, 
the other two directed downward to the bottom of 
the pelvis, emerging through the lower end of the 
incision. 

The progress of the case was satisfactory, and the 
patient was discharged cured on the fifteenth day. 


Bailey, F. W.: Pseudomucinous Cysts of the Ap- 
pendix and Ruptured Pseudomucinous Ovarian 
Cyst. Tr. South. Surg. & Gynec. Ass., Cincinnati, 
1915, Dec. 


Bailey reports two cases of pseudomucinous cysts 
of the appendix, one case complicated by ruptured 
pseudomucinous ovarian cyst. 

The uncomplicated case was present in a young 
man, aged 25, who had undergone a drainage opera- 
tion for acute suppurative appendicitis thirteen 
months previous. There had been at intervals a 
mucopurulent discharge from the sinus which per- 
sisted since the first operation. He had suffered 
several attacks simulating acute appendicitis and 
lost weight rapidly. 

The patient had a temperature of 100°, and there 
were local signs of acute appendicitis. Operation 
revealed a clubbed appendix with constriction one 
inch from the tip. A smooth-walled, spherical 
tumor, which proved to be a pseudomucinous cyst, 
had pushed its way through the wall of the ap- 
pendix. Between this tumor and the tip, the lu- 
men was patent for the distance of one centimeter. 
Between the tumor and the cecum, the lumen was 
patent and undergoing an acute inflammatory 
process, accounting for the acute symptoms. The 
appendix and distal loop of the ileum were surround- 
ed by the omental sac and bathed in pseudomucinous 
exudate. The appendix was removed, the pocket 
sponged and treated with 3 per cent iodine. The 
sinus was dissected and the wound closed without 
drainage. Recovery was uneventful, no symptoms 
remaining. 

The second case was that of an ovarian cyst, with 
a capacity ot 4 liters, which had evidently ruptured 
several weeks prior to operation, with no definite 
symptoms except general abdominal tenderness 
and rapid loss of weight. About 2 liters of pseudo- 
myxomatous material was removed from the ab- 
dominal cavity, large masses having adhered to the 
abdominal viscera. The appendix was 7 cm. long 
and 2.5cm.indiameter. The wall was translucent, 
smooth, tense, and fluctuant. There was a small 
opening near the tip, from which gelatinous material 
exuded. The contents of the ovarian tumor and 
appendix proved to be pseudomucin. 

The pathological matter was removed, the ab- 
domen thoroughly irrigated with saline, and the 
opening closed without drainage. The patient had 
right-sided inguinal hernia which was repaired under 
local anesthesia on the tenth day. She was dis- 
charged from the hospital thirty days from the 
date of entry, and has improved in health steadily 
since. 

Recently published articles by Castle, Phemister, 


and E. G. Lewis are cited as presenting up-to-date 
knowledge of pseudomucinous cysts. Bailey em- 
phasizes as essential conditions for their develop- 
ment: (1) gradual obliteration of a portion of the 
mucous tract; (2) sterilization of the mucus-lined 
tract distal to the obstruction, calling attention to 
the fact that the process of occlusion must be 
sufficiently slow so that drainage into the cecum is 
not obstructed until the peritoneal contents of the 
lumen are inactive. 

Enlightenment on the method of growth of the 
contents of such a tumor after its departure from 
the mother cyst and attachment to the peritoneal 
surface would be a valuable contribution and the 
author cites two cases in which yeast cells were 
demonstrated in pseudomucinous cysts, adding 
that their presence while probably accidental, 
justified careful future observation. There is no 
record of malignancy following ruptured pseudo- 
mucinous cysts of the appendix but the danger is 
far greater in those of ovarian origin. There is 
no diagnosis of the condition recorded previous to 
operation. The author believes protection against 
such tumors lies in the early exploration of all 
surgical abdominal lesions. 


Hofheimer, J. A.: Appendicitis. Internat. J. Surg., 
IQI5, XXViil, 311. 

Hofheimer claims that the situation of the mouth 
or cecal end of the appendix is such that it may be- 
come distended by intestinal gases, especially if 
under compression, such as during constipation or 
in intestinal stasis from any cause; and thus be- 
coming dilated it readily admits particles of fecal 
matter or other infective material into its lumen. 
The weak muscular coat, unable to eject these 
foreign substances, allows them to remain in the 
organ and permits their arrest at any point in the 
appendix, and at this site an inflammation sets up, 
which tends later to ulceration, abscess formation, 
gangrene, or perforation. 

Meanwhile other changes are going on outside 
of the appendix which cause an increase in leucocy- 
tosis and of lymph exudate, helping to wall off the 
diseased organ, thus offering a protection to the 
general economy. That more lives are not lost 
before operative measures are instituted is mainly 
due to this effort of Nature to seclude the offending 
member while undergoing these severe pathological 
changes. 

The location of pain varies in the individual 
cases, and is not always located at “‘McBurney’s 
point.”’ It is in cases of chronic recurrent attacks 
that adhesions, kinks, and malpositions occur, and 
the tendency to ulcerative and gangrenous condi- 
tions are mainly found; and the diagnosis is often 
rendered difficult on account of the varied location 
of the pain. It is also in those patients whose symp- 
toms are at variance with the normal location of 
the appendix, that we find the greatest variety of 
complications, and these add to the doubtfulness 
of the prognosis, and should cause the consultant 
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to explain to the patient the urgent need of opera- 
tive measures. 

The author cites cases, in one of which the pain 
was in the right heel; another where the gangrenous 
appendix was found in a hernial sac; others with 
various adhesions, and containing concretions. 

He advises washing out pus cases with a solution 
of tincture of iodine, 10 to 25 per cent, in sterile 
water at blood temperature; keeping the patient 
in an extreme ‘“‘Fowler’s” position, with ample 
drainage. For stimulating peristalsis after opera- 
tion, especially when tympanitis is present, the 
hypodermic use of eserine sulphate, 1:100 grain 
every three hours as required, has proven efficacious 
in his hands. 

Early operation is the only safe dictum in ap- 
pendicitis. 


Schrup, J. H.: Left-Sided Appendicitis. 
Gynec. & Obst., 1915, Xxi, 442. 


The author reports an operated case of left-sided 
appendicitis without a transposition of viscera, 
which gave the history of the clinical findings of an 
ordinary and usual chronic right-sided appendix 
case. He also reports a second case in which the 
primary symptoms indicated right-sided appendix 
but which later proved to be a left-sided abscess 
formation. 

The anatomic condition of the first case is demon- 
strated by post-operative skiagrams; the latter is 
not demonstrated and the author thinks it likely 
that it was a right-sided appendix which perforated 
at the tip toward and to the left of the median line, 
but a skiagram would be necessary to determine 
accurately as to the condition. Schrup wishes to 
emphasize how unexpectedly one may find these 
conditions and therefore the necessity of all surgeons 
knowing, being acquainted with all the possible 
locations of the oftentimes elusive appendix. 
With this object in view he tries to simplify the sub- 
ject by a classification of the various cases reported 
in the literature of the last hundred years. These 
cases are grouped under the two general headings, 
anatomical and etiological. 

The etiological group is divided into seven more or 
less classical causes: (1) non-rotation of colon, 
(2) retention of foetal colonic mesentery, (3) elon- 
gated appendix, (4) foetal inflammations, (5) arrested 
descent of testicle and ovary, (6) adhesions, and (7) 
= etiological conditions (syphilis, work, diet, 
etc). 

The anatomical is divided into the six most 
usual anomalous locations and relations of the 
colon and its attached appendix: (1) left-sided 
colons, (2) right-sided colons, (3) herniated colons, 
(4) cecum in pelvis, (5) double intestines, and (6) 
complete transposition of viscera. 

The author also reports that the literature case 
reports of a complete transposition of viscera is 
much more frequent than reports without a trans- 
position and relates that 26 of the former were re- 
ported during the last four years. He thinks that 
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with our modern bismuth diagnosis more of these 
anomalous colonic conditions should be disclosed. 


Anderson, H. B.: Appendicitis as a Sequela of 
Tonsillitis. Am. J. M.Sc., 1915, cl, 541. 


The author views the literature bearing on the 
subject and cites cases to illustrate the close re- 
lationship between tonsillitis and appendicitis. He 
cites numerous conditions, such as endocarditis, 
pneumonia, thyroiditis, cholecystitis, etc., which 
have been shown to be traceable to tonsillitis. He 
gives credit to Kelynack, 1893, for having first 
pointed out the association of appendicitis and 
tonsillar infections. Anderson’s case proved fatal 
because of apparent misleading symptoms. The 
following is a brief synopsis of the case: 

A male, aged 19, was admitted January 10, 1915, 
with acute follicular tonsillitis. On January 13 he 
developed severe epigastric, gastric distention, and 
belching of gas. There was no tenderness nor 
rigidity anywhere else. The pain disappeared and 
for two days the patient was apparently much better. 
January 15, the pain recurred at 10 o’clock a.m.; 
his temperature was 98°, pulse 84. During the 
night he had severe pain; his temperature rose to 
99.2°, the pulse to 140. The next morning he was 
operated upon and a general peritonitis was found 
to have been caused by an acute appendicitis. 

Anderson advises (1) the importance of bearing 
in mind the possibility of appendicitis following ton- 
sillitis; (2) that the appendix involvement is only a 
part of a general infection, hence the gravity of the 
case is out of all proportion to the symptoms; that 
chronic tonsillar infections should be kept in mind 
as possible causes of appendicitis. Ismore Coun. 


Kroher, K.: Drainage in Peritonitis After Appendi- 
citis (Beitraege zur Frage der Drainage bei Perito- 
nitis nach Appendicitis). Deutsche Ztschr. f. Chir., 
1915, CXXXiv, 297. 

Kroher gives a very exhaustive and thorough 
discussion of the subject, giving a review of the 
literature, the conclusions to be drawn from the 
11,000 cases observed at the Leipzig Clinic, and also 
the results of experiments made on rabbits to de- 
termine the question of drainage in peritonitis. 
Unfortunately the results are not commensurate 
with the great amount of time and labor expended. 
The experiments were valueless because it was 
found to be absolutely impossible to produce a 
diffuse suppurative peritonitis in rabbits by any 
method. 

As a result of his study of the Leipzig clinical 
material Kroher comes to the conclusion “that the 
impression gained from the work of skilled surgeons 
at the Leipzig Clinic is that drainage in diffuse sup- 
purative peritonitis has by no means justified the 
hopes that were based on it.” As the results are so 


meager it scarcely seems worth while to repeat the 
details of the experiments and the tabulated re- 
sults of the clinical cases, which are given in the 
The most interesting and valuable part 


original. 
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of the article is the review, which covers ina very 
thorough manner all the literature of the subject 
and presents it in a very concise and readable form. 
The opinions as to the value of the procedure differ 
very widely and the question of drainage still re- 
mains unsolved. There is a bibliography of 191 
titles. A. Goss. 


Hirschman, L. J.: Present Status of Local Anzs- 
thesia in the Surgery of the Lower Bowel. 
Proctologist, 1915, ix, 160. 

Local anesthesia is advocated in all cases in which 
unconsciousness of the patient is not essential. The 
principles to be observed in all operations under 
local anesthesia are the conservation of the pa- 
tient’s peace of mind and the prevention of pain 
during and after operation. 

The preparation is the same as for general anes- 
thesia, except that morphine, gr. 0.25, and chlore- 
tone, gr. 15 to 20, are given with milk or coffee one 
and one-half hours before operation and a hypo- 
dermic of morphine, gr. 0.25, is given one-half hour 
before operation. 

The author describes in detail his technique of 
injecting the anesthetic in various types of cases. 
The solutions used are B-eucaine lactate (1 per cent) 
and quinine and urea (0.5 per cent). It is claimed 
that every rectal operation with the exception of 
those for extensive fistula and for dense rectal 
strictures or cancer can be most satisfactorily per- 
formed under local anesthesia provided the surgeon 
be familiar with the correct technique. 

The lessening of shock; prevention of post-opera- 
tive pneumonia and nephritis; shortening of stay 
in hospital; and the comfort of the patient are the 
chief points in favor of local anesthesia. 

LisTeR TUHOLSKE. 


Black, J. C.: Intersigmoid Retroperitoneal Hernia. 
Surg., Gynec. & Obst., 1915, xxi, 527. 

The above is one of the rarest forms of hernia. 
It is of such rarity that J. B. Murphy in the August, 
1914, clinics reports a case and says that Moynihan 
claims that there have been only two other cases 
reported in the entire medical literature previous to 
this. The interesting point about this case was 
that the tentative diagnosis was made previous to 
operation from the symptoms, the main features of 
which were: First, the history of a fall immediately 
followed by pain in the left iliac region which radi- 
ated to the back. Second, pain was relieved when 
the patient was lying on the right side but began 
again when she stood or assumed the left prone posi- 
tion. Third, constipation was another marked 
symptom. 

The patient was a married woman, aged 34 years. 
Her family and personal history were negative. 
About two years previous when the patient was 
about seven months pregnant she had fallen on the 
sidewalk alighting squarely on the buttocks. She 
was immediately seized with a sharp pain in the left 
illac region which radiated to the lumbar region of 


the spine and down the left groin. After this fall 
she was never free from pain more than a day or so 
at a time and was never able to lie on the left side, 
as shortly after assuming this position the pain 
began. She was always troubled with constipation 
and often after taking an enema the pain would be 
relieved for a time. At no time was a tumor felt. 

These symptoms continued until December 8, 
1914, when an operation was performed. A small 
sack was found between the two peritoneal layers 
of the mesentry of the sigmoid. This was dissected 
out and the opening closed with silk suture, after 
which the patient made a good recovery and has 
since been free from pain. 


Lockhart-Mummery, P.: The Prevention of Fistula 
in Ano. Lancet, Lond., 1915, clxxxix, 745. 


Fistula in ano is in the great majority of cases an 
entirely preventable condition, provided that the 
abscess which nearly always precedes it is treated 
correctly in the first instance. It is true that in a 
few cases a fistula forms as the direct result of a 
fissure, without any real abscess formation, and this 
may sometimes be observed to take place. 

Fistula nearly always results from an abscess in 
the neighborhood of the anus, and if this abscess is 
properly treated when it first makes its appearance 
it will generally heal without the formation of a 
fistula. Unfortunately, what usually happens is 
that the abscess is allowed to reach a considerable 
size before it is opened, and it either bursts its way 
into the bowel at the upper level of the external 
sphincter, or the tissues between it and the mucous 
membrane are so thinned as to render the subse- 
quent formation of a fistula inevitable. There are 
several reasons why such abscesses are not opened 
early. The most important is the fact that an 
abscess in the cellular tissue around the anus does 
not, in the early stages, cause the ordinary signs 
associated with abscesses in other parts. The ab- 
scess generally begins either immediately below the 
mucous membrane or immediately beneath the 
skin, but as there is no deep fascia to limit it, it does 
not cause external swelling until it has reached a 
considerable size. The skin around the anus is 
thick and tough, so that the abscess tends to spread 
in the loose cellular tissue rather than toward the 
skin. The ordinary signs of abscess, such as red- 
ness, swelling, and heat, will not be obvious until 
the abscess is comparatively large. The only early 
signs of abscess in this situation are pain and local 
tenderness, often accompanied by a certain amount 
of malaise and a heightened temperature. This is 
the stage at which the abscess should be opened, 
and at which, if it is opened, a subsequent fistula 
can be prevented. At this stage in the formation 
of the abscess no swelling will be obvious, and there 
will be little if any redness of the overlying skin. 
If, however, when these symptoms are complained 
of a finger be passed gently into the anus and the 
parts carefully palpated between the finger and 
thumb, induration will be felt, accompanied by 
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marked tenderness on pressure. These signs are 
quite sufficient to warrant an incision, and the 
proper treatment is to administer an anaesthetic 
without delay, and under proper aseptic precautions 
to introduce a knife through the skin some little 
distance away from the edge of the anus and incise 
the indurated area. 

A small drainage tube should be inserted and 
stitched to the edge of the skin. The drainage tube 
should not be long and should not go to the bottom 
of the abscess, but should merely be sufficient to keep 
the skin edges apart and allow the free evacuation of 
the discharge from the area of inflammation. The 
patient should subsequently be treated by frequent 
fomentations and hot baths two or three times a 
day, the tube being removed in about 48 hours, pro- 
vided the discharge has ceased. If such treatment 
is carried out promptly and thoroughly the abscess 
will almost certainly subside, like any other abscess, 
and without the subsequent formation of a fistula. 

It is hoped that the time will come when abscesses 
in the neighborhood of the anus will be incised as 
soon as they are suspected. At present the history 
of a case of fistula is always the same: pain, and 
tenderness in this region coming on suddenly; 
fomentations administered by the doctor for some 
days, with consequent relief from pain; then the 
opening or bursting of a large abscess, which fails to 
heal completely and becomes a fistula. 

D. C. BALFour. 


LIVER, PANCREAS, AND SPLEEN 


Babcock, W. W.: Cholecystectomy and Cholecystic 
Toxemia. J. Am. M. Ass., 1915, lxv, 1428. 


In a personal experience of 270 operations on the 
gall-bladder and ducts, 57 ectomies were done 
before 1912, with 10 deaths, a mortality slightly over 
17 percent. In 38 ostomies before 1912, there were 
3 deaths, a mortality of 7.8 per cent. In 121 ec- 
tomies performed since 1912, there were 2 deaths, 
a mortality of 1.6 per cent. In 42 ostomies since 
1912 there were 4 deaths, or about 9 per cent mor- 
tality. Before 1912, gangrenous and suppurating 
gall-bladders were usually removed; now they are 
usually drained under local anesthesia. The stage 
in which the operation is done has even a greater 
influence on the mortality than the type of opera- 
tion. In 114 cases of ectomy in the first stage of 
cholecystitis, irrespective of date or technique, the 
mortality was 0.88 per cent. In tor operations 
in the second stage, 67 being ostomies, there were 
4 deaths, a mortality of 3.9 per cent; while after 
54 operations in the third stage of cholecystitis, 
there were 18 deaths in which the operation or 
biliary condition was a factor, a mortality of about 
32 per cent. Thirty of these patients had acute 
gangrenous or suppurative cholecystitis, 7 an acute 
pancreatitis with fat necrosis. Twelve had pri- 
mary or secondary operations for duct obstruction, 
fistula or duct or intestinal anastomosis. In only 
one patient was carcinoma observed, and this in- 
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volved the ducts. In 2 cases, intestinal obstruc- 
tion from gall-stones existed. In another case 
an intestinal perforation had been produced. One 
death resulted from diabetic coma and one from pul- 
monary embolism. It is evident that the stage 
of the disease is more important than the type of 
operation in determining the operation. 

The author’s conclusions are as follows: 

We consider inflammations of the gall-bladder 
as bacterial infections of childhood or early adult 
life, as progressing for years, during which time 
secondary metastatic, toxic, or reflex symptoms only 
are observed; as later having a second stage in which 
there are attacks of colic due usually to the presence 
of gall-stone; as having usually after 20 or 30 years 
a third stage of serious complications, such as duct 
obstruction, yancreatitis, perforation, abscess, or 
gangrene. We consider surgery as working, for 
the most part, far behind the pathology of the dis- 
ease, and believe there is wide need for earlier 
intervention, so that the patient who starts at the 
age of 12 or 15 with cholecystitis and dyspepsia may 
not at 35 have gall-stone colic and may not at 65 
succumb to cholecystic gangrene or pancreatitis. 
We consider external biliary drainage undesirable, 
as a rule, except in late or complicated cases, an 
early cholecystectomy being the operation of choice. 
Unfortunately, technical dangers make uniform 
success after cholecystectomy uncertain in the 
hands of the average surgeon. Despite this, the 
mortality of cholecystectomy in the first stages of 
cholecystitis is much less than cholecystostomy in 
the last stages of this disease, so that the results of 
a surgeon may depend more on when he operates 
than how he operates. The morbidity depends on 
how he operates. Epwarp L. 


Buchanan, J.J.: End-Results of a Series of Three 
Hundred Operations on the Gall-Bladder. 
Surg., Gynec. & Obst., 1915, xxi, 499. 


Buchanan reports the end-results of 300 consecu- 
tive operations on the gall-bladder. He was able 
to follow all but 18 of these cases, 94 percent. The 
general mortality was 4.6 per cent. Nine-five per 
cent of cases were drained and only five per cent 
primarily excised. The following are his conclusions: 

1. Cholecystotomy is not a satisfactory operation, 
giving but 81.7 of ultimate cures, taking the cases 
as they come. (This percentage of cures is not 
materially different from the results reported from 
many large clinics.) 

2. Cholecystectomy, it is believed, would not 
be a satisfactory operation if employed in all cases 
by operators of ordinary skill and perhaps even by 
the most skillful surgeons. 

3. The personal equation enters so largely into 
this question that it must be conceded by the advo- 
cates of cholecystectomy as well as by the followers 
of cholecystotomy, if any still exist, that the prac- 
tice that is safe for one operator is unsafe for another. 

4. As a surgeon’s experience increases and as he 
honestly follows his cases and considers their con- 
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dition he is more disposed to turn to cholecystec- 
tomy; he should realize, however, that the too hasty 
adoption of this course may be attended with an 
increase in his mortality list. 

5. There is a field for both operations and those 
surgeons will have most success who will not only 
consider the condition of the patient but estimate 
justly their own capabilities. 


Horn, H. W.: Situs Viscerum Inversus with Gall- 
Stones. Ann. Surg., Phila., 1915, lxii, 424. 

A case of this rare condition is reported by Horn, 
together with a fairly exhaustive review of the litera- 
ture which shows but 9 cases on record. 

The key-note of the differential diagnosis is the 
coexisting cardiac transposition which is always 
present. The X-ray will reveal, also, a complete 
transposition of abdominal viscera. 

The author’s case was that of a female aged 51 
years, who had suffered 30 years with left hypo- 
chondriac pain, which had increased during the 
past year. The pain was located under the left 
costal arch, radiated to the left shoulder blade and 
over the left half of the abdomen. It was frequently 
accompanied by nausea, but never by jaundice, 
and bore no relation to digestion; the stools were 
normal, with bowels constipated. Dyspnoea was 
marked, but there was no loss of weight. 

The patient’s past history showed no typhoid, but 
repeated tonsillitis and some rheumatism. Meno- 
pause occurred four years before. She had had four 
full-term uncomplicated pregnancies. 

The patient was of small stature, poorly developed, 
and no jaundice. There was marked tenderness 
under the left costal arch, on deep inspiration, with 
the lower liver margin two fingers below the arch. 
There was absence of normal cardiac dullness and 
apex beat, but they were found on the right side of 
the chest. The blood showed slight leucocytosis 
while the urine showed a trace of albumin with a 
few hyaline casts; systolic blood-pressure 130. 

Through a left rectus incision, the gall-bladder 
was easily found, free of adhesions but with thick- 
ened walls. About 70 ccm. of greenish-black bile 
was aspirated and four mulberry stones removed. 
The ducts were free; the gall-bladder was drained 
and the abdomen closed. Recovery was unevent- 
ful, and a year later the patient reported freedom 
from left hypochondriac distress but complained of 
slight epigastric pain. P. M. Cuase. 


Sprunt, T. P.: 
Pathology of Splenomegaly. Bull. Johns Hop- 
kins Hosp., 1915, Xxvi, 316. 

The author gives the pathological report of a 
spleen in a case of splenomegaly. The patient, a 
white male, aged 30 years, complained of splenic 
anemia. He gave a positive alcoholic and luetic 
history. After an attack of “malaria” in July, 
1911, his spleen remained large. He had recurrent 
convulsive attacks from November, 1912, to May, 
1913, and a severe attack of pain over the liver in 


An Occasional Feature in the - 


171 


May, 1913. He was given a thorough course of 
quinine, mercury, iodides, and sodium cacodylate 
without apparent effect on the size of the spleen. 

Examination revealed a moderate pigmentation 
of the exposed parts, pyorrhcea alveolaris, a scar 
on the penis, a very large spleen, and a small liver. 
There was no general glandular enlargement; the 
urine was normal; blood-pressure 115 mm. Hg.; 
temperature 98 to 100° F.; pulse-rate normal; 
Wassermann negative; von Pirquet tuberculin test 
positive; erythrocytes 2,500,000; leucocytes 1,160; 
hemoglobin 40 per cent. Differential count: 
polynuclears 73.6 per cent; eosinophiles 2.4 per cent; 
basophiles 0.8 per cent; small mononuclears 15.2 
per cent; large mononuclears 6.4 per cent; trans- 
itionals 1.6 per cent. 

Splenectomy was performed June 30, 1913. 
Recovery eventually followed. The spleen was 
found to be adherent to the tail of the pancreas 
22x9xX13cm.,andfirm. The cut surface was dark 
greyish-red, smooth, with widely spaced malpighian 
bodies and prominent trabecule in which were 
scattered here and there ochre-colored patches 1 to 
3 mm. in diameter and surrounded by a purplish 
zone. 

Microscopically the ochre-colored patches con- 
sisted of narrow golden or hematoxylin-staining 
bands arranged concentrically in the walls of small 
vessels having a diameter of from one-tenth to one- 
sixth of a millimeter and, in addition, of broader 
similar bands less regularly arranged in the nearby 
trabecule. Between these coarse strands, fine 
yellow or dark staining filaments formed a delicate 
network. All this material stained readily in the 
tests for iron; it was easily dissolved and disap- 
peared from the sections when treated with dilute 
mineral acids or stronger oxalic acid, leaving a 
hyaline area which stained very poorly, gave the 
so-called “elacin” reaction of Unna, but did not 
take the usual elastin stains. By first treating sec- 
tions with potassium ferrocyanide and hydrochloric 
acid and. then staining with orcein, the iron-contain- 
ing tissues were colored blue and the elastic tissue 
a silky brown, and such preparations showed very 
well the apparently normal brown fibers running 
over into the wavy blue fibers, which still retain 
some of the characteristic morphology, but are 
continuous with the dark blue, straight, broken 
bands in the center of the lesions. The transition 
is especially well shown in the fine filamentous net- 
work, where the two stains can be seen coloring the 
same fiber in different parts of its course. 

O. R. SEvin. 


Blake, J. B.: Banti’s Symptom-Complex with 
Relation to Splenectomy. Ann. Surg., Phila., 
1915, lxii, 315. 


The author gives the indications and contra- 
indications for splenectomy in cases of splenic an- 
emia. 

Banti’s symptom-complex progresses slowly in 
the majority of cases and terminates fatally in 


172 


practically all cases. Most physicians agree that 
it is only cured, and permanently, by early op- 
eration. Failure to diagnose splenic anemia is due 
to the fact that the spleen must be increased to about 
three times its normal bulk before it can be palpated, 
and to lack of careful and extensive examination. 

Blake advises that splenectomy in splenic anemia 
or Banti’s symptom-complex should be recom- 
mended under the following conditions: First, in 
adults, when the diagnosis is agreed on by a good 
physician and a competent surgeon. Second, when 
the condition of the patient is sufficiently good to 
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withstand what may be a serious operation; or 
when a poor condition can be sufficiently improved 
by one or more transfusions previous to the op- 
eration. Third, in children, only after a thorough 
trial of all possible medical methods of treatment 
including fresh air, sunshine, careful nursing, liberal 
and appropriate diet, as well as the judicious use of 
drugs. In a large majority of cases, a high white 
blood count, or a considerable recurring or con- 
tinuous fever are contra-indications. In children 
also the agreement of physician and surgeon is an 
essential pre-operative requirement. O. R. SEvIN. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cotton, A.: Limitation of the X-Ray in Diagnosis 
of Certain Bone and Joint Diseases. Am. J. 
Orth. Surg., 1915, xiii, 217. 

Cotton discusses and illustrates with X-ray pic- 
tures five bone and joint diseases as follows: 

1. Tuberculous osteo-arthritis, which may show 
rarefaction, erosion, new bone formation, sequestrz, 
and abscess formation. The whole picture is 
“fuzzy” or “woolly.” In the synovial type the 
plate may be negative or may show bone atrophy 
or joint effusion. ‘Tuberculosis probably does not 
occur in the diaphysis. 

2. Infectious osteomyelitis, which shows a 
mottled appearance at one or both epiphyseal ends, 
and extending along the shaft may end abruptly at 
the epiphyseal cartilage with new bone formation 
at the periphery. 

3. Syphilis, which shows an irregular epiphyseal 
line denoting an epiphysitis, a thickened periosteum, 
and new bone formation, but no rarefaction or “fuzzy” 
appearance. Gummata may produce localized 
softening with periosteal thickening or destruction. 

4. Sarcoma, which shows in the round-cell type 
a definite dark area, as though a piece had been 
bitten out, and in the giant-cell type a softening of 
the central portion with expansion of, and new 
bone formation in, the periosteum for a capsule. 

5. Bone cyst, which also shows a dark area, and 
periosteal bulging, but not the trabecule seen in the 
sarcoma cavity. 

Cotton concludes that though the X-ray is in- 
valuable and sometimes pathognomonic, yet it 
does not always give a true picture of the nature and 
extent of the disease, thus necessitating the addition 
of clinical data. Ropert G. PACKARD. 


Allison, N., and Moody, E. F.: Osteochrondritis 
Deformans Juvenalis (Perthe’s Disease). 

J. Orth. Surg., 1915, xiii, 197. 
In this disease is found a peculiar condition show- 
ing a definite disturbance of growth in the upper 
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end of the femur during its period of greatest bony 
growth. The author has shown that the chief 
symptoms are a limp, slight limitation of motion, 
especially in abduction, and slight atrophy of the 
glutei on the affected side. The X-ray findings are 
definite. The epiphysis at the head is flattened and 
there is a breaking up into spots or gaps of areas of 
the head of the femur and epiphyseal line. Adap- 
tive changes are shown in the acetabulum, usually 
resulting in a widened socket. Boys are more often 
affected than girls, the onset being between the 
fourth and twelfth year. The tuberculin and Was- 
sermann tests are all negative in these cases. 
Trauma is a strong etiological factor. 

The authors have shown that the disease follows 
a rather definite course in that it requires one to one 
and a half years to terminate. Little or no pain is 
experienced. The ultimate result is a shortened 
and. much thickened femoral neck, a broad flat 
femoral head, and a lessened femoral angle — coxa 
vara of a slight degree. 

A few cases are cited, all having similar histories, 
symptoms, and terminations. The point of injury 
seems to involve the artery supplying the epiphyseal 
head which passes into the posterior portion of the 
capsule and also through the ligamentum teres. 
The softening of the neck and head causes great 
deformity of the femoral neck, if weight is borne on 
the leg. The general treatment advocated is im- 
mobilization with little or no weight-bearing. The 
use of a spica bandage with the use of crutches and 
the wearing of a high shoe on the opposite foot are 
recommended. H. W. Matrtsy. 


Rost, W. L.: Rickets. WN. Y. M. J., 1915, cii, 505. 


The author presents a very complete article on 
the modern etiology and treatment of rickets. 
Rickets is a nutritional condition due to some de- 
rangement of the metabolic processes. It usually 
attacks infants between the ages of three to eighteen 
months. It is most frequently observed among the 
poorer classes, especially among those who are 
artificially fed. Italian and Negro children are 
especially prone to the condition. 

All tissues of the body are affected, but the osseous 
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system in the greatest degree. There is congestion 
of the bone, periosteum, and cartilage followed by 
excessive growth of cartilage cells with imperfect 
calcification. ‘The lessened amount of mineral salts 
and the still less perfect bone formation render the 
bones unnaturally soft and deformities are readily 
induced by the following forces: (1) underlying 
growth of soft tissues; (2) atmospheric pressure; 
(3) muscle force; (4) superimposed weight of the 
thorax. 

It has been found that the water content of 
rachetic bones is higher than normal. The most 
important change in those bones is demineraliza- 
tion, especially in calcium and phosphorus. 

As to its etiology, the underlying cause is not 
known. Improper food, protracted nursing, and 
poor hygiene are the most commonly accepted 
causes. Dietetic disturbances, especially poor fat 
and protein digestion, play a very important rdle. 
Experimental evidence seems to show that dis- 
turbances of internal secretions, especially of the 
thyroid and thymus, may cause rickets. 

The earliest diagnostic symptoms of rickets are 
sweating about the head, craniotabes, constipation, 
and irritability. In the later stages the bony man- 
ifestations such as rachetic rosary, Harrison’s 
groove, large fontanelles, delayed dentition, and 
deformities of the long bones become apparent. 
Muscular weakness, enlargement of the liver and 
spleen, pot belly, etc., belong to this later stage. 
Where complications do not exist, the prognosis is 
good. 

For the prevention of this disease it is advisable 
that all mothers during pregnancy and the lying-in 
period should be allowed a generous diet, and that 
the mother should nurse her offspring if it is thriving. 
When artificial feeding must be resorted to, the 
cleanest raw milk and simple, uncomplicated 
formulas should be employed. In the earliest stages 
of the disease, regulation of the diet and the addition 
of orange, prune, and pineapple juice may bring a 
happy result. Small doses of phosphorus are usually 
beneficial. Older children should be given animal 
and vegetable broths, eggs, and cereals. The use 
of thyroid extract and adrenalin have been recom- 
mended. During the acute stage of the disease 
when the bones are soft the children should be kept 
off their feet, and when deformities occur the cases 
belong to the orthopedic surgeon. 

Derorest P, WILLARD. 


Outland, J. H., and Clendening, L.: Sarcomatous 
Proliferation (Sarcoma of Rib) in a Traumatic 
Tumor Sixteen Years After Its First Appear- 
ance. J. Am. M. Ass., 1915, lxv, 1177. 


The authors cite the case of a man, aged 36, who 
received a trauma which resulted in the appearance 
of two small tumors over the region of the ninth rib. 
These tumors had been present sixteen years, when 
a sarcoma of the rib beneath them resulted. Octo- 
ber 3, 1913, operation was performed under gas- 
ether anesthesia, and a mass, comprising part of the 
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ninth and tenth ribs, was removed by resecting these 
ribs without opening the pleura. A small plaque 
of growth on the pleura was revealed just under the 
site of the growth on the ribs, and necessitated the 
opening of the pleura for its removal. The two 
small tumors previously mentioned were seen to be 
purplish encapsulated masses in the muscle and 
subcutaneous tissue, and were easily removed. 

Pathologically the material consisted of: (1) 
parts of two ribs united by a hard, dense, white 
fibrous growth, the size of a man’s hand, and (2) 
two small lumps of tissue, which were soft and were 
encapsulated everywhere by a membrane as thick 
asthedura mater. Onsection, both of these showed 
the structure of a small round-cell sarcoma. The 
sarcoma from the ribs was interlaced with fibrous 
strands, while the small tumors were almost free 
from connective-tissue framework. 

Certain points in connection with this case are 
emphasized. First, the identical structure of all 
these tumors: the original tumors and the new 
tumor on the ribs are all the same kind of sarcoma. 
Second, the complete encapsulation of original 
tumors. Third, the fact that they had been present 
for sixteen years without pain or growth. 

The question arises whether they were sarcomata 
from the start, that is, whether they were the 
original focus of sarcoma, or whether they simply 
suffered in the general sarcomatous degeneration in 
the region. Whether, in short, the sarcoma was 
primary in the ribs or in these small tumors. Who- 
ever defends the hypothesis that it was primary in 
the ribs will have to take into consideration the 
necessity for an explanation of the fact that a sar- 
coma developed at the exact site of a trauma re- 
ceived sixteen years previous. CHARLES J. Jacoss. 


Leuf, A. H. P.: Injuries to Bone at Tendon and 
Ligament Insertions Without Local Tender- 
ness. N.Y. M./J., 1915, cii, 850. 


The author believes that in many seemingly slight 
injuries to ligament and tendon insertions to bone, 
which have been treated and are apparently well, 
the symptoms often recur due to a more severe in- 
jury than was at first supposed. The absence of 
tenderness is not proof positive that there is no 
injury at the site of pain. He advises rest in the 
acute stage and electricity and massage later. 

J. R. Martin. 


Risley, E. H.: The Common Shoulder Injuries. 
Boston M. & S. J., 1915, clxxiii, 418. 


The author has studied in all 450 cases of shoulder 
injuries. In this article he deals only with arthritis 
due directly or indirectly to trauma. He emphasizes 
the fact that often seemingly trivial or slight bone 
injury may be productive of very painful incapacity 
of long duration, especially if an early diagnosis 
is not made. In all his cases nerve involvement 
was rare. The shoulder-joint is one which is cap- 


able of more speedy recovery than the weight- 
bearing joints of the body. On the other hand, 
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in shoulder injuries the extent of the bony lesion 
by no means determines the severity of the imme- 
diate symptoms of sequela. Shoulder injuries 
group themselves into extra-articular and intra- 
articular lesions. The most common injury is 
simple contusion from falls or other external vio- 
lence. The severe bruising of the greater tuberosity 
of the humerus is particularly painful, trouble- 
some to treat, and slow to recover. These cases 
often develop a bursitis in about one to two weeks 
after injury. Sprain or insertion fracture can be 
accurately diagnosed only by the systematic and 
careful employment of the X-ray in all sprains. 

Subacromial bursitis practically never develops 
as the result of severe direct injury to the bursa 
alone, but is the result of severe injury to other parts. 
Nearly 60 per cent of subacromial bursites are of 
the occupational type. The treatment is rest in 
mild cases; change of occupation, when possible, 
in the more persistent cases not cured by rest. 
In the stubborn cases and in those who are unable 
to change their occupation, excision of the inflam- 
matory tuft is the only means of giving sure relief. 

The diagnosis of ruptured supraspinatus tendon 
should not be made until at least three months of 
non-improvement have elapsed. Several cases of 
this type have been operated on and have been af- 
forded relief from long-standing disability. 

For recurrent dislocation of the shoulder anterior 
capsulorraphy should in a large number of cases 
give satisfactory results. 

Arthritis of the acromioclavicular joint is prac- 
tically always of traumatic origin and may be en- 
tirely a solitary condition and not associated with 
arthritis in the shoulder-joint or elsewhere in the 
body. Occupational pain per se in the shoulder 
does not exist. 

The prognosis in most cases of ruptured brachial 
plexus is not good. However, the author believes 
that with earlier operation more cases will be 
benefited. R. O. Rirrer. 


Churchman, J. W.: The Treatment of Joint In- 
fections by Lavage and Direct Medication. 
Ann. Surg., Phila., 1915, lxii, 409. 

The author reports a careful study of the bac- 
tericidal properties of gentian violet and of the use 
of that dye as an irrigation in the treatment of in- 
fected joints. An apparatus is described by means 
of which a joint may be filled with any desired 
liquid, emptied and filled with successive solutions 
as often as desired, with one introduction of the 
trochar. This consists of a closed sterilized system 
of bottles containing salt solution, 2 per cent 
novocaine solution, and 1:1000 gentian violet, and 
connected with a compressed air tube through a 
bacteria-proof filter. 

The joint is filled with novocaine first as a local 
anesthetic; this is then withdrawn and salt solution 
introduced, followed after withdrawal by the gentian 
violet. The dye is allowed to remain as long as 
desired. The necessity of such an apparatus was 
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realized when it was observed in animal experi- 
ments that the dye when placed in contact with 
mucous surfaces did not penetrate on account of the 
mucous secretion, and some means had to be de- 
vised for thoroughly cleansing the joint before ap- 
plying the gentian violet. 

Careful animal experiments were carried out be- 
fore an attempt was made on the human. It was 
found that the dye could be introduced into the 
blood stream of rabbits, and in those which sur- 
vived there was a bactericidal property imparted 
to the blood, lasting, however, less than an hour. 
Emulsion of micrococcus aureus previously stained 
with gentian violet and injected into the veins of 
rabbits had no effect, while the same emulsion un- 
stained cause septicemia and death. The toxicity 
of anthrax was so much reduced by staining that 
death was delayed nearly a month in white mice, 
which are almost instantly killed by ordinary an- 
thrax. This property of the gentian is selective, 
as was found by bacteriological study, and there 
is a sharp line between the violet positive organisms 
which will not grow in the presence of the stain and 
the violet negative ones which are not affected. 
Most of the violet positive species are also gram 
positive. 

Photographs are shown of cultures on agar plates, 
one half of the plate being stained with gentian 
violet and the other half left plain. Inoculating 
strokes across the two halves of the plate resulted 
in growth only on the unstained half if the organism 
was violet positive and the dividing line was ab- 
solutely sharp. Crystal violet, methylene violet 
5B, magento, rosaniline, pararosaniline, dahlia, 
and parafuchsin were found to possess the same 
selective action as gentian violet. |W. A. CLarK. 


Rand, C. W.: Hysterical Joint Neuroses, with 
Especial Reference to the Hip; Report of a 
Case Simulating Fracture of the Neck of the 
Femur. Surg., Gynec. & Obst., 1915, xxi, 489. 


The author is impressed with the relative infre- 
quency of hysterical hip-joint neuroses. From a 
careful review he reports 22 cases, 17 occurring in 
females, 5 in males. 

Especial emphasis is placed upon differential 
diagnosis. With the patient deeply anesthetized, 
the neuromimetic joint moves freely, and limitation 
of motion is not evidenced until full consciousness is 
restored. In organic joint disease passive motion 
may be unlimited under surgical anesthetic, but 
muscle spasm intervenes before consciousness 
returns, thus eliminating voluntary protection. 
Brodie’s sign, i.e., cutaneous hyperesthesia, with 
relative articular analgesia, usually prevails in 
— joints, but a skiagraph should always be 
taken. 

The author’s case is that of a woman of twenty- 
four who fell on an icy pavement, striking her right 
hip. She was disabled completely. Examination 
showed signs so closely simulating those seen in 
fracture of the neck of the femur that this diagnosis 
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was tentatively made. A Buck extension was 
applied. Skiagraphs of the hip and femur proved 
negative. Two weeks later she suddenly presented 
unmistakable hysterical manifestations. A diagno- 
sis of hysterical hip-joint neurosis was made, and 
later sustained when, on being assured that her hip 
was sound, she volunteered, and successfully at- 
tempted, to walk. Only a few steps were taken; 
the following day more; while on the third day 
(sixteen days after injury) she walked without a 
limp, all painful symptoms having disappeared with 
a return of function. 


Taylor, H. L., and Frieder, W.: Quiet Hip Disease. 
Am. J. Orth. Surg., 1915, xiii, 192. 


“Quiet hip” is a benign and fairly common oc- 
currence in healthy children, probably following 
trauma. It shows a mild insidious invasion, fol- 
lowed by very slight lameness and often is without 
pain. Examination early shows very moderate 
limitation of motion, absent or slight joint spasm, 
and very little if any shortening. The X-ray shows 
irregularity of the epiphyseal line, flattening and 
thinning of the epiphysis sometimes creeping over 
the neck to touch the trochanter, roughened acetab- 
ulum, and short thick neck. The cases progress 
to a cure with but the simplest treatment and show 
no toxemia, glands, abscess, deformity, ankylosis, 
or disability. The etiology is not clear, but it is 
not luetic or tuberculous. Rosert G. PACKARD. 


Henderson, M. S.: Some Mechanical Derange- 
ments of the Knee-Joint. Jnterst. M. J., 1915, 
xxii, 871. 

Henderson discusses internal derangement of the 
knee-joint due to injuries of the semilunar cartilages, 
or to loose bodies arising within the joint. The 
injury is usually due to a forcible wrench of the tibia 
outward on the femur when the knee is a little 
flexed and the foot abducted and everted. Loose 
bodies may originate from such direct trauma, but 
also possibly from degenerative changes in the 
synovial membrane. These loose bodies obstruct 
motion and cause irritation and effusion. In many 
cases tuberculous infections of the knee-joint arise 
from such damage to the internal semilunar car- 
tilage. If the primary injury or fracture of the 
meniscus is not at once treated, there usually re- 
sults an effusion and often an arthritis, with or 
without ‘locking’? and consequent pain. X-rays 
are valuable because whereas the normal semilunar 
does not cast a shadow, a loose one may, on account 
of the calcium deposited. 

Of 52 cases operated on in the Mayo clinic for a 
damaged internal semilunar or a loose cartilage, no 
case showed a damaged external semilunar. The 
operative results were not satisfactory in 22 cases 
for various reasons: associated arthritis, excessive 
trauma to ligaments, and unnecessary removal of 
the cartilage. Six cases are described. 

Henderson concludes that semilunar cartilages 
should be removed only when definite pathology is 


present. Small incisions, the least trauma possible, 

and rigid asepsis should be strictly carried out. The 

best incision is along the internal condylar line. 
Rospert G,. PACKARD. 


Davidson, A. J.: Tuberculosis of the Patella. 
N.Y. M.J., 1915, cii, 833. 


The rarity of primary tuberculosis of the patella 
is shown by the few (30) case reports and the scarcity 
of literature on the subject. The variance of opinion 
regarding trauma as an etiological factor in bone 
tuberculosis is noted. The frequency with which 
the patella is subjected to such factors would lead 
one to suspect its frequent involvement by tuber- 
culous infection. However, it has been suggested 
that sesamoid bone and lack of capillary loop cir- 
culation, etc., in a measure explain its less frequent 
primary involvement. The tubercle bacillus is 
carried in all probability by the blood and lymph 
stream in most bone infection from the mucous mem- 
branes, though sometimes it is transmitted by direct 
contact. 

The author’s case was a male, aged 22 years, with 
negative family, and no traumatic, history. He was 
admitted to the hospital 30 days from the onset of 
the disease with swollen painful right knee held in 
slight flexion, tender to motion and tender to pres- 
sure over the inner side of the knee. The Wasser- 
mann test was negative, the tuberculin test positive. 
Aspirated fluid showed no bacteria. 

Operation was performed through an incision to 
the outer side of the patella. The sequestrum as 
shown by X-rays was removed and the cavity curet- 
ted from the inner aspect of the joint. Most of the 
medullary cavity was involved. The reddened 
sigmoid was trimmed off and the joint washed out 
with hot saline and a small gutta-percha drain left 
in three days. In nine months the result was 
perfect, as shown by X-ray and a clinical picture. 
The importance of early diagnosis is emphasized. 

H. W. MEveErDING. 


Hartzell, T. B.: The Clinical Type of Arthritis 
Originating About the Teeth. J. Am. M. Ass., 
1915, lxv, 1093. 


In his own work, since 1896, Hartzell has noted 
a seeming relationship between mouth sepsis and 
chronic rheumatism, because of the coincidence 
of cure in the latter following the extraction of 
abscessed teeth or the cure of a pyorrhoea. Sys- 
tematic research work, supported by animal inocu- 
lation, was carried out by first making careful 
réntgenographic examination of the teeth and 
jaws. Whenever dental abscesses were present, 
the abscessed teeth were isolated with dry gauze, 
cleansing the tooth or root with iodine, and when- 
ever possible, cauterizing the tissue about the neck 
of the tooth, then extracting the tooth, and biting 
off the root tips with sterile forceps, which tissues 
have been immediately dropped into culture med- 
iums. These plantings have invariably produced, 
among other organisms, the streptococcus viridans 
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which has been the organism used in the author’s 
animal inoculation in the intensive study of a cer- 
tain number of these cases. 

Though the author has carried on intensive study 
and animal inoculation from material obtained from 
a comparatively few of the patients presented in this 
series, he has invariably found the streptococcus 
viridans present in the confined dental abscess, 
and, in order to satisfy himself as to its common 
presence in the tissues about the teeth, he has 
made cultures up to the present time from 220 
patients and has invariably found this organism 
to be present not only in the confined dental abscess 
but in the superficial tissues of the peridental 
membrane about the teeth. He has found this so 
constantly that he was impressed with the idea that 
it must always be present. He, therefore, has 
attempted to obtain teeth which were free from 
streptococcus viridans, and to that end has extracted 
a number of living teeth containing healthy pulps. 
The roots of these living teeth with healthy pulps 
have usually also afforded growths of streptococcus 
viridans when planted in the manner just described 
unless he cauterized the gingival crevice. Follow- 
ing this technique, he has been able to find, out of a 
total of 20 vital teeth examined, 10 teeth containing 
living pulps, the roots of which have proved to be 
germ-free when planted in broth. He believes 
that the dental path is commonly infested with 
streptococcus viridans, not only the superficial 
tissues immediately surrounding the teeth but all 
dental abscesses. 

Hartzell considers that arthritis of dental-path 
origin is characterized by slow onset with exacerba- 
tions and remissions, which exacerbations seem 
coincident with the filling to distention of dental 
abscesses or retention of pus from deep pyorrhoea 
pockets, and which drain directly into the circula- 
tion. The amount of material absorbed may be 
great, as a pyorrhoea case with one-quarter inch 
average depth of pocket has 7.5 inches of ulcerating 
surface from which to absorb pus, which in the end 
firmly seats disease in the tissues of the individual. 
He has constantly noted exacerbation of joint in- 
flammation following surgical treatment of pyorrhoea 
or the curettage of alveolar abscesses, and exacer- 
bation is particularly likely to occur as tension of 
continued abscess fluid increases. 

Treatment of pyorrhoea pockets consists in curet- 
tage and evacuation of dental abscesses which 
confers a double benefit. Such surgical inter- 
ference necessarily inoculates the patient with a 
large number of organisms, inducing an effect 
similar to that of an efficient vaccine, with the added 
advantage that the constant supply is shut off from 
the focus disturbed. When many pyorrhcea pockets 
or abscesses exist, it is important to permit from 
three to six days to intervene between treatments 
in order to gain the full advantage of what might 
be called surgical auto-inoculation. Certain it is 


that the above method brings about a constant 
and permanent gain generally ending in cure, where- 
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as if sudden complete extirpation of all foci is prac- 
ticed, as, for example, extraction of all the teeth at 
once, as is done in some instances, or extraction of 
all the teeth and removal of tonsils on the same day, 
the end-result will be positive harm. 

Cuartes M. JAcoss. 


Hammond, R.: The Réle of the Nose, Throat, 
and Accessory Sinuses in the Etiology of 
Chronic Infectious Arthritis. J. Am. M. Ass., 
1915, Ixv, 1ogt. 

The work upon which this article is based was un- 
dertaken to determine how far the assumption of 
a local focus of infection in cases of arthritis holds 
true. 

The author states that while occasional brilliant 
results in chronic infectious arthritis are obtained 
by the removal of tonsils containing pus-pockets 
or by the drainage of a suppurating sinus, these are 
the exceptions rather than the rule. During the 
past two years most of the cases of chronic infec- 
tious arthritis which have come to the orthopedic 
clinics of the Rhode Island Hospital and St. Joseph’s 
Hospital at Providence, in which the etiology was 
not readily determined, have been referred to the 
ear, nose, and throat departments of these hospitals 
for examination. 

The results are tabulated as to the following 
points: (1) preponderance of tonsillar infection, 
30 out of 61; (2) results after operation for infectious 
conditions of nose or throat, marked improvement 
in 2 out of 12, slow but gradual improvement in 3; 
(3) course in cases showing evidence of nose or 
throat infection but not operated upon, improve- 
ment in 7 out of 18. The results of operative 
treatment in these cases were on the whole not 
encouraging, marked improvement after operation 
resulting in only a few instances. 

In most of these cases the damage seems to occur 
early in the course of the disease. The time for 
investigation and treatment of the focus is in the 
early stages. Patients who have had previous 
attacks and have recovered without permanent 
damage to the joints should have the focus re- 
moved, if it can be discovered, to prevent recurrence 
of attacks. Experience has shown that the great- 
est benefit in these cases is to be expected from 
stimulating measures tending to build up the 
general health of the patient, trusting to later im- 
provement in the local joint conditions as the 
patient responds to treatment. _—_F. J. GAENSLEN. 


Sever, J. W.: Pneumococcic Arthritis; Report of 
Six Cases. Boston M. & S.J., 1915, clxxiii, 387. 


Pneumococcic arthritis is a condition which 
usually occurs during the course of pneumonia, 
and it is relatively infrequent. It generally ap- 
pears during the first nine days, but may come on 
at a later period. Primary pneumococcic arthritis 
attacks are rare. Severe arthritis may follow a 
mild case of pneumonia. 

Arthritis occurs in about 0.1 per cent of pneu- 
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monias. It may occur at any age, but it is apt 
to be more common in the first ten years of life. 
It is more common in the male than in the female. 
Primary joint infectians are more common in chil- 
dren than in adults, and previous joint injury pre- 
disposes to the infection. Alcoholics are particularly 
prone to the infection. 

The knee is most frequently involved, the shoul- 
der next, the other joints as follows: elbow, hip, 
ankle, and wrist. 

The process is usually suppurative, but in some 
cases may be serous. 

There may be three forms: (1) light, without visible 
changes, (2) serous, (3) purulent. There may be 
periarticular conditions also, with secondary joint 
involvement. The mortality has been given from 
39 per cent (in infants) to 75 percent. In children 
the end-results are usually good as far as the joint 
is concerned. 

Forms one and two may get well without other 
treatment than simple fixation; they may possibly 
require aspiration. 

Where pus is present there is usually little per- 
manent damage, provided the drainage is satis- 
factory and the infection has occurred after the 
pneumonia has cleared up. In certain cases the 
infection overwhelms the patient in spite of drain- 
age. Ankylosis is rare. 

Clinically the condition is similar to that of an 
acute inflammation. 

Its connection with pneumonia makes the diagno- 
sis more or less simple, but it sKiould be confirmed 
by a bacteriological examination. 

The treatment consists of aspiration for bacterio- 
logical examination and to determine the presence 
of pus. If this is present free drainage should be 
instituted. Curetting should be avoided. Fixa- 
tion should be done after operation. 

The author reports six cases of pneumococcic 
arthritis. These cases represent various methods 
of infection by the pneumococcus, namely: 

1. From the mouth by way of tooth infection. 

2. By trauma with previous known pneumonia. 

3. By a previous pneumonia, followed by an 
otitis media. 

4. By trauma, followed by pneumonia, and 
involvement of the joint in nine days. 

5. Following several attacks of bronchopneu- 
monia, and immediately after an accute attack of 
otitis media. 

6. Involvement of joints two weeks after an 
acute attack of lobar pneumonia. This case repre- 
sents the only typical one. 

All these cases had the diagnosis confirmed 
bacteriologically except Case 4, which was included 
in this series on account of the improbability of its 
being anything else. The fluid in all these cases 
was rather thin and greenish-yellow when the joint 
was first opened, but as it continued to drain at 
the time of the operation the heavier pus escaped. 
It was during this period that the fibrin flakes were 
expressed. The mortality was three out of six 


cases, or 50 per cent. The joints, so far as the 
author has been able to determine, are practically 
normal in the two cases he has been able to follow. 

In several cases fibrin flakes were expressed from 
the joint at the time of operation. Of these the 
author says: ‘The extraction of the fibrin flakes 
was of interest and apparently is a condition to be 
expected in joints infected with the pneumococcus. 
The cocci apparently find lodgment in such flakes, 
and they should always be expressed by squeezing 
or by careful extraction if possible, so as not to 
break them up any more than possible.” 

ARCHER O’REILLY. 


Zueblin, E.: Chronic Arthritis Treated with Radio- 
— Mineral Water. Maryland M. J., 1915, 
viii, 242. 


A report is given of two cases of advanced chronic 
arthritis which were given large doses of a faintly 
radio-active mineral water, with resulting very 
slight and temporary subjective relief of the pain 
and some of the swelling. In acute arthritic condi- 
tions the water seemed to increase all the symptoms. 

The author concludes that only by constant and 
careful medical and dietetic supervision of these 
cases is a definite improvement possible. 

C. H. Bucuoz. 


Shere, O. M.: Myositis Ossificans Traumatica. 
J. Am. M. Ass., 1915, 1012. 


The author confines himself to discussing the 
morbid process wherein bony tissue finds lodgment 
within muscular structures, such process occurring 
after a single closed injury to the region thus 
involved. To this process the author gives the 
name myositis ossificans traumatica. 

He has classified injuries into closed and open, 
and calls attention to the fact that in over 200 
cases of traumatic myositis ossificans which he has 
collected from the literature, not a single one occur- 
red after an open injury. He says that for certain 
pathologic reasons when connective tissue is trau- 
matized, the proliferation of fibroblasts or osteo- 
blasts, as the case may be, takes place; when the 
injury is a closed one the process of proliferation 
goes on and the new cells by their migration invade 
every available space in the surrounding and 
neighboring tissues until restrained by some new 
structure that they may encounter which acts as a 
limiting membrane. By applying this pathologic 
principle to the subject under discussion, we must 
needs conclude that, given a closed injury to the 
bone structure in a previously healthy individual 
sufficient to cause a proliferation of osteoblasts 
and these in turn encountering no resisting struc- 
ture to check their distribution, a bony deposit 
may result in any of the neighboring tissues, be 
they muscle, tendon, or fascia; whereas in the case 
of an open injury involving the tissues named above 
the migration of these fibroblasts toward the site 
of injury is not impeded. By making fine fibrillary 
connections with the cells nearby, they ultimately 
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form the granulation tissue of healing wounds. 
To this must be added the well-known fact that 
the power of regeneration is ordinarily greater in 
connective-tissue cells than in any other form of 
cells in the body, and that this activity is greatly 
enhanced when stimulated by injury. 

The author gives in detail one of his recent cases. 
He advises early operation on all such cases. 

R. O. RITTER, 


Stewart, M. J., and Flint, E. R.: Observations on 
the Myeloid Tumor of Tendon Sheaths. Brit. 
J. Surg., 1915, iii, go. 


After a careful review of the literature on non- 
osseous myeloid tumors, the authors have been able 
to collect 73 published cases, including 2 of their 
own. Of this number fully two-thirds have been 
recorded by French and German authors. The 
authors’ cases here reported are of considerable 
clinical interest. 

There was a definite history of local injury in 
each. Each occurred at the early age of 27 years 
after a long history of development, several years 
elapsing between the local trauma and the appear- 
ance of the tumor. 

With regard to the diagnosis, stress is laid on the 
small size of the tumor, and on the very slow rate 
of growth. Pain is usually absent, and unless the 
growth attains a considerable size, function is but 
little interfered with. It is not adherent to the 
bone, and the skin may move freely over it or be 
slightly adherent. The diagnosis can only be made 
with certainty by means of the microscope; but 
a very probable clinical diagnosis can usually be 
arrived at beforehand. 

The precise site of origin of these tumors is not 
always perfectly clear. The great majority un- 
doubtedly arise from tendon sheaths, but a certain 
number apparently take origin from fasciz, such 
as the palmar fascia. 

On removal, the growth is characterized by its 
great density, its frequent lobulation, and peculiar 
greyish-yellow color on section. 

As these tumors are to all intents and purposes 
benign growths, conservative treatment should be 
adopted. The tumor should be excised locally; 
it can be shelled out with considerable ease; and in 
event of recurrence, the authors advise that a 
second local operation be given a trial before any- 
thing radical is done. ArtHuR J. Davipson. 


Mock, H. E.: Treatment of Hand Infections from 
an Economic Viewpoint. Surg., Gynec. & Obst., 
1915, xxi, 481. 


Statistics secured from a number of industrial 
and accident insurance companies show that from 
5 to 20 per cent of the total accidental disability is 
due to hand infections. Prevention of hand in- 


fection is therefore a very important economic 
factor. The most valuable preventive measures are: 

1. The use of tincture of iodine as a prophylactic 
measure. 
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2. Sending every injured employee to the doctor 
for immediate dressing. 

3. A careful study of the etiology of these ac- 
cidents and the systematic removal of the same from 
the workrooms. 

4. Removal of all predisposing causes of infec- 
tions found in the employees. Here the periodical 
medical examination of the working force is one of 
the greatest aids. Interesting in this connection 
is the frequency with which hand infections have 
been found in employees suffering from acute ton- 
sillitis. ‘The haemolytic streptococcus was isolated 
from the hand infections in a large series of cases. 

By these preventive measures among 12,000 em- 
ployees, hand infections were reduced 4o per cent 
within three years. 

In active treatment of hand infections, a radical 
rather than a temporizing plan was adopted. In 
some 400 serious cases, 146 were given hospital 
treatment, while 256 were treated from the doctor’s 
office as ambulatory cases. Of those treated at the 
hospital, 46 per cent were aborted without surgical 
interference, while only 17 per cent of the am- 
bulatory cases escaped surgical interference. The 
average length of disability from the hospital cases 
was 7.4 days, as compared with 11.2 days for the 
ambulatory cases. Only 2 of the hospital cases 
have permanent disability, while 12 of the am- 
bulatory cases are permanently disabled. By 
hospital treatment, a patient can be kept absolutely 
quiet, continuous hot dressings can be better ap- 
plied, and better operations can be performed be- 
cause of the facilities for giving a general gas an- 
zsthetic. Also, by the early adoption of hospital 
treatment, dangerous infections can be prevented, 
with fewer permanent deformities, and disability 
greatly reduced. 

Of the greatest economic value is the proper diag- 
nosis of the location of the pus and the proper sur- 
gical interference for the drainage of the same; and 
above all, these hand infections must be treated as 
serious surgical conditions from their inception. 


FRACTURES AND DISLOCATIONS 


Huntington, T. W.: A Review of the Literature of 
Fractures. Ann. Surg., Phila., 1915, lxii, 264. 


The author has made a rather comprehensive 
study of the literature on fractures covering the last 
ten years. It is interesting to note the diversity of 
opinion and the growth in the use of the bone trans- 
plant and the decline in the tendency to use the 
Lane bone-plate. His conclusions are as follows: 

1. The public demands and is entitled to better 
results from fracture treatment than have hitherto 
been obtained. 

2. From 80 to go per cent of long bone fractures 
can be successfully treated by the closed method, 
but conservative treatment exacts a high degree of 
skill and close attention to details. 

3. Resort to the open method is of too frequent 
occurrence. 
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4. The least possible amount of foreign fixation 
material should be the rule; steel plates in the 
treatment of fractures are a menace from the stand- 
point of permanency. 

5. Bone transplant ‘is the fixation material of 
choice, and intermedullary splints are inferior to 
the autogenous bone implant; fixation material of 
whatever type is not to be relied on for mainte- 
nance of alignment. 

6. Care of non-union and faulty union which 
come to secondary operation indicate indifferent 
methods of primary treatment. 

7. Operative treatment of compound fractures 
should be withheld until the external wound-healing 
is perfected. Many joint fractures can only be 
treated successfully by the open method. 

8. Normal contour and good function are closely 
related in the end-results of all fractures. 

J. W. SEVER. 


Caldwell, C. E.: The Roentgenogram as an Aid 
in Fracture Work. Jnterst. M.J., 1915, xxii, 1035. 


The author calls attention to the great advance 
in the knowledge of fractures since the advent of 
the roentgen ray, and with this a better under- 
standing as to treatment has developed. By ac- 
tually viewing fractures the necessity for operation 
has been perhaps overestimated and a review of all 
the disasters resulting from ill-timed and injudicious 
interference would likely cause many to hesitate 
who now rush in. 

The popular belief that a bad sprain is worse than 
a fracture has verification in the frequency of 
roentgenograms of fracture sprains. Nowhere has 
the X-ray been of more value than in showing 
fractures in and about joints, such as fractures of the 
tibial spines or linear splits of the tibia, femur, etc. 

Several radiograms are shown in the original 
article illustrating the points discussed. The au- 
thor believes after an extensive experience that fairly 
good function is entirely compatible with rather 
unfavorable X-ray findings and that the future will 
see a truer estimate of the necessity of operative 
surgical interference. H. W. Meverpinc. 


Allen, H. R.: Fractures; New Ideas and New Instru- 
ments. J. Am. M. Ass., 1915, lxv, 1249. 


The author condemns the leaving of foreign bodies 
permanently embedded in the tissues for the fixa- 
tion of fractures. 

He has developed a new technique in the treat- 
ment of fractures, apparently especially applicable 
to the forearm, arm, and leg. He uses long metal 
pins passing through and through a limb, transfixing 
the bone fragments in different planes, the pro- 
jecting ends being firmly united by a metal bar of 
low melting point, 160° F., readily permitting the 
necessary soldering by means of hot water. 

After union has occurred the pins are easily re- 
moved without secondary surgical operation. 
Short incisions are frequently employed to secure 
absolutely accurate apposition. 


These pins provide excellent outside control over 
inside conditions, should later adjustment be neces- 
sary. Noinfections have occurred up to the present 
time. 

The method is comparatively free from pain. 
The author’s armamentarium, which is shown 
by excellent illustrations and minutely described, 
is extremely ingenious. Several forms of bone- 
grafts are described: an intramedullary, so-called 
telescopic bone-graft and another double opposed 
wedge-graft which automatically locks itself and 
the fractured bone together. A novel method of 
constructing fracture splints from steel wire and 
adhesive is described. The author considered 
the method far superior to plaster of Paris. 

F. J. GAENSLEN. 


Skillern, P. G., Jr.: Fractures of the Sesamoid 
Bones of the Thumb. Ann. Surg., Phila., rors, 
Ixii, 297. 

The author reports a case of fracture of the ulnar 
sesamoid of the thumb and quotes from the literature 
on the subject and also cites some experiments per- 
formed in attempts to cause a similar fracture. 

The case cited was a man, 26 years old, who fell 
so that the left thumb was traumatized against a 
stone pavement. Physical examination three days 
later showed a moderate swelling of the left thumb, 
ecchymosis along the thenar eminence, and ‘“‘wincing”’ 
tenderness at the base of the first metacarpal. An 
X-ray showed a fracture of the ulnar sesamoid bone 
opposite the head of the first metacarpal, the smaller 
fragment being separated distally, there being a 
definite dentate line of fracture. There was also 
an oblique fracture at the base of the metacarpal, 
separating the ulnar corner and entering the joint 
at its middle. Further clinical examination showed 
the patient was very loose-jointed and there was 
“‘wincing”’ tenderness localized to the ulnar sesa- 
moid bone. Treatment consisted of four weeks’ 
immobility and then massage. 

The author reports and illustrates with pictures 
the results of experiments in which he tried to 
produce the fracture both by direct and indirect 
violence. His conclusions lead him to believe that 
indirect violence is the most effective method of pro- 
ducing the fracture. The author says, however, 
that the three cases previously reported by other 
authors were reported as due to direct violence. 

Lioyp T. Brown. 


Johns, S. M.: Congenital Fracture of the Clavicle, 
with Other Faulty Bony Conformations. 
J.-Lancet, 1915, XXXV, 530. 


The author reports four cases of congenital 
fracture of the clavicle, with other bony manifesta- 
tions of a congenital pathological condition, in the 
same family. Absence of traumatic history and a 
history of congenital rachitis with negative blood 
tests, and in each case some other manifestations of 
rachitis, were the reasons for the diagnosis of con- 
genital rachitis. It is believed that dietetic and 
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medicinal measures would probably fail at such an 
advanced stage of the disease. Surgical interven- 
tion was recommended for the cases where the 
fracture had failed to unite by either fibrous or 
bony union. C. H. Bucuotz. 


Davison, C.: Autoplastic Repair of Fractures of 
Neck of the Femur. Ann. Surg., Phila., 1915, 
Ixii, 284. 

Davison reports that failures resulting from auto- 
plastic repair of fractures of the neck of the femur 
are due to errors in technique in the operation and 
after-treatment, and that more experience is neces- 
sary to perfect a new surgical procedure. 

In the selection of the transplant he advises 
that a section of the fibula of the same extremity 
be used in either recent or ununited fracture of the 
femoral neck. The peg of bone is denuded of its 
periosteum, and the canal in the femur is made to 
fit the peg, not the peg to the canal, thus the fibular 
peg retains its strength. 

In applying the transplant to the fracture the 
fibular peg is made to pass from the outer side of the 
femur upward and inward, the point resting just 
above the depression for the insertion of the liga- 
mentum teres. 

After the application of the transplant the thigh 
is placed in a position of abduction, external rotation 
and slight flexion, the leg being slightly flexed on 
the thigh. 

Immobilization is accomplished by applying a 
plaster-of-Paris cast, which is applied from the axilla 
to the toes on the affected side; on the opposite side 
only to the knee. ‘This is done to prevent any mo- 
tion of the spine or unaffected hip which would pre- 
vent immobilization. 

Eight to ten weeks’ time is necessary for immobili- 
zation, and weight-bearing should not be attempted 
for some time afterward. 

In the aged, autoplastic work for fracture of the 
neck of the femur should not be attempted on ac- 
count of the effects of anwsthesia and prolonged 
immobilization. J. H. 


Remsen, C. M.: Operative Treatment of Closed 
Fractures of the Patella. South. M. J., 1915, 
viii, 876. 

The author discusses principles in the method of 
treatment of a fracture of the patella, describes his 
method of operation and reports seven cases. 

He believes that the synovial membrane under the 
patella is usually torn, and that the fibrous fascial 
membrane which covers the upper surface of the 
patella suffers the same fate and that blood and 
small’ bits of chipped bone may enter the joint and 
bring on traumatic synovitis, or that force used in 
bringing parts into position may also do damage to 
the joint. 

The resulting synovitis should be treated, whether 
open or closed methods are used, by gentle pressure 
bandages, fixation, light massage, and Paquelin 
cautery. 


He does not believe that an open operation should 
always be advised. He carefully describes the op- 
eration and the after-treatment of seven cases, 
which resulted in perfect cures. X-ray plates of 
all cases are shown. C. C. CHATTERTON. 


Motley, J. C.: First-Aid Treatment of Fractures. 
Old Dominion J., 1915, xxi, 93- 

Motley, after mentioning the predisposing causes 
and symptoms of fracture, takes up the treatment in 
general of fractures from the point of view of first- 
aid care. In his article he emphasizes the im- 
portance of making a thorough examination of the 
patient as to his general condition as well as to 
the local injury so that shock may be prevented 
and any condition which may influence the future 
treatment discovered. He combats pain with mor- 
phine, and protects the fracture with improvised 
splints. 

In compound fractures Motley advises against 
cleaning the wound until the patient has been 
placed in the hospital and prefers to paint the 
wound with a 3.5 per cent tincture of iodine and 
apply a moist dressing of 2 per cent carbolic acid. 
Hemorrhage is best controlled by packing, but if a 
tourniquet must be applied, it should be placed at 
a good distance proximal to the wound. 

In gunshot fractures inflicted at close range tetanus 
is common, and antitetanus serum should be given as 
soon as possible. Bullets should not be probed for. 

In fractures of the base of the skull, the author 
strongly advises the use of urotropine and spinal 
puncture. In administering the urotropine, 15 
to 20 gr. should be given by mouth and, if unable 
to swallow, 30 gr. by rectum. At least 120 gr. 
should be given the first two days. Where symp- 


‘toms of intracranial pressure are present lumbar 


puncture should be done sufficiently often to relieve. 
It may be necessary to do two punctures a day; 
sometimes one puncture will suffice, sometimes six 
or more are necessary. From 30 to 60 ccm. should | 
be withdrawn at each puncture. _ F. D. Dickson. 


Loth: Fixation Methods in the Treatment of 
Fractures and Pseudarthrosis (Erfahrungen 
ueber die Fixationsmethoden der Knochenbrueche 
und Pseudarthrosen). Beitr. z. klin. Chir., 1914, xciv, 

Loth gives a critical review of the newer methods 
of operative treatment and a report on 225 cases. 

1. Simple bloody reposition of fragments was 
done in 25 cases. There were good results and 
perfect function in all cases, with little or no shorten- 
ing. The indication of this method is given in 
simple transverse fractures not reducible by ma- 
nipulation. 

2. Silver wire suture was used in g1 cases, mostly 
fractures of the olecranon and patella, some cases 
of fracture of clavicle. Good results are reported in 
76 cases, pseudarthrosis in 6 cases. 

3. Nailing of the fragments was performed in 20 
cases, mostly fractures of the neck of the femur. 
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The results were: 14 cures, non-union or fibrous 
union in 6 cases. 

4. Bruns’ clamps were used in 6 cases of fracture 
of the tibia. Good results are reported, but at the 
same time the author admits the disadvantage of 
the loosening of the clamps and the subsequent 
sinus formation. 

5. Bolting with ivory pegs was used in 16 cases. 
The results were less satisfactory. The technical 
difficulties with this method are great. 

6. The best results were obtained from plating. 
It was used in 97 cases with 88 good results and only 
3 instances of pseudarthrosis. The author con- 
siders the last method to be the method of choice. 

A. STEINDLER. 


Foster, G. S.: A Steel Pin Open Method of Treat- 
ing Fractures. Am. J. Surg., 1915, Xxix, 321. 


The author presents, in particular, three cases 
of fractured bones treated by fixation of the frag- 
ments by means of a steel pin. The pin is driven 
through the fragments, after complete exposure of 
the part, and under aseptic surroundings, and 
retained there for three weeks. An accompanying 
fixation splint is used for a longer period of time. 

James R. Martin. 


Estes, W. L.: End-Results of Bone Fractures. 
Ann. Surg., Phila., 1915, lxii, 278. 


Estes, in presenting the report of the committee 
of the American Surgical Association on the results 
of bone fractures, states that 1,745 cases were col- 
lected, of which 1,358 were non-operative and 387 
operative. 

The operative cases were considered as (1) im- 
mediate, and (2) delayed. The immediate operation 
was performed within ten days after accident, the 
delayed operation took place after ten days. 

Under fifteen years results were better and the 
conservative treatment generally used. The best 
functional result and the shortest period of disabil- 
ity were after a good anatomical restitution had been 
accomplished. Under fifteen years the open method 
was only occasionally performed, but the results 
were as good as the non-operative. 

In compound fracture the non-operative and 
the operative treatment were about the same for 
anatomical results, but the operative treatment 
produced better functional results, except in com- 
pound fracture of both bones of the leg where poor 
function resulted. Age had no effect on the 
result of treatment except in senile cases. 

The period of disability in simple fractures ranged 
from 9 to 14 weeks in fractures of the humerus; for 
fractures of both bones of forearm about 10 weeks; 
fracture of femur about 7 months; and fracture of 
leg 4.5 months; leg 6 months; and fracture of the 
upper extremity 4 months. 

The humerus should not show more than 1 cm. 
of shortening, and no angulation. The forearm 
should show no shortening, and pronation and sup- 


ination should not be hindered. The femur should 
show not more than 2 cm. of shortening, and no 
angulation, nor in fracture of the bones of the 
leg should there be any shortening or angula- 
tion. 

There is no special splint or particular method 
of treatment used. The best results follow after 
wise selection and skillful application of appa- 
ratus. 

Traction methods are often used unskillfully; 
the object should be to have sufficient weight and 
countertraction to overcome shortening. After 
reduction of a fracture, a plaster cast may be used as 
a retentive splint. 

Points recommended by the committee were that 
the X-ray should be used before and after the per- 
manent dressings are applied, and also after removal 
of dressings. 

Fractures should be reduced immediately after 
injury and anesthesia used unless contra-indicated. 

If operation is necessary for the retention of the 
fragments, it should be done within one week 
following the injury. The best methods are some 
form of plate or the Albee “inlay.” J. H. Snaw. 


Oehlecker, F.: Volar Dislocation of the Semilunar 
Bonewith Fracture Sprain of the Os Triquetrum 
(Ueber die volare Luxation des Os lunatum mit 
Abbruch vom Os triquetrum). Beitr. z. klin. Chir., 
1915, xciv, 148. 

The following is the mechanism of the isolated 
dislocation of the semilunar bone: (1) a heavy trau- 
ma, (2) extreme dorsal flexion, and (3) ulnar ab- 
duction. 

Many cases reported in this group are not really 
volar dislocations of the semilunar, but dorsal dis- 
location of the carpus over the semilunar bone. 
For these cases the author recommends the name 
“perilunar dislocation of the hand.” He reports 
four cases of true volar dislocation of the semilunar 
bone. When this condition is suspected a diagnostic 
point can be gained by bringing the fingers slowly 
into the position of overextension. Then the pres- 
sure upon the flexor tendon elicits a distinct pain, 
corresponding exactly to the location of the semi- 
lunar bone. This dislocation is often accompanied 
by a fracture of the os triquetrum. Among the 
conditions which may later follow the trauma are 
mentioned the post-traumatic ostitis semilunaris of 
Preisler and the traumatic osteomalacia of Kien- 
boeck. The former condition was observed by 
Preisler after dislocations of the hand or after severe 
injuries of the ligamentous apparatus of the hand 
resulting in severe circulatory disturbances. Kien- 
boeck’s osteomalacia is likewise caused by circula- 
tory changes following ruptures of the ligaments or 
compression fractures, in analogy with Kuemmel’s 
post-traumatic spondylitis. 

In regard to the treatment, the extirpation of the 
semilunar bone is advised, from a volar incision. 
The functional result of the operation is good. 

A. STEINDLER. 
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Hoffman, C. S.: Dislocations of the Hip-Joint. 
W. Virg. M. J., 1915, X, 124. 

Hoffman gives “ misdirected energy and undue 
haste” as ‘‘his additions” to the impediments to 
reduction. 

He reports two cases, the second having been 
reduced with the patient on his face by a method 
which he learned later was that of Stimson’s of 
New York. Hoffman modifies the Stimson method 
by having only the injured leg hang over the side of 
the table instead of hanging both legs over the 
end. With the patient supported on the table, 
the thigh and leg are flexed, then weight put upon 
the calf and the leg extended. Three cases after 
failure from other procedures responded to this 
method. 

Hofiman also mentions briefly two cases of simul- 
taneous dislocation of both hips, a condition which 
he considers very rare, as he has been able to find 
reports of only a few cases. H. Winnett Orr. 


SURGERY OF THE BONES, JOINTS, ETC. 


Henderson, M. S.: Operative Treatment of Bun- 
ions by the Mayo Method. J. Am. M. Ass., 
1915, Ixv, 1356. 

The actual technique of the operation may be 
briefly stated: A semilunar incision with the curve 
upward is made at the metatarsal phlangeal joint 
of the great toe. The skin is dissected back, care 
being taken not to puncture it. A flap including 
the bursa is then taken with its base attached to 
the proximal phalanx, having its convexity extend- 
ing on to the head of the first metatarsal. The 
fat is then pushed back from around the head of 
the bone and a large bone-biter is introduced from 
without inward, the aim being to take off most of the 
articulating surface of the head of the metatarsal 
bone, leaving sufficient of the enlarged end to serve 
as a weight-bearing portion. This bone-biter is 
introduced at an angle of about 75° so that the outer 
side of the metatarsal bone is a little longer than the 
inner side after the piece is removed. With a 
rongeur bone-biter the prominence left on the inner 
side is smoothed down. The flap is then tucked in 
and the base of the flap sewed to the periosteum of 
the first metatarsal by two mattress sutures of 
chromic catgut. This serves to straighten the toe 
and put it in its proper line. The skin is then closed 
with one or two sutures of silkworm gut and closer 
approximation is secured by interrupted horsehair 
sutures. A pad of gauze is inserted between the 
great and second toes to straighten the great toe. 
A dressing soaked with alcohol is applied and care- 
fully bandaged. 

The operation has been performed in the Mayo 
clinic on 148 cases, nearly all of them double, with 
on the whole most gratifying results. The keynote 
to success may be said to be: Leave enough of the 
expanded head area of the first metatarsal to permit 
of weight-bearing. If the entire head with its ex- 
pansion be removed, the foot is weakened. 
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McKinley, W. R.: Conservation of Tissue and 
Function in Amputations. J. Fla. M. Ass., 
1915, ii, 68. 

McKinley urges the economical importance 
of conservative surgery and rightly states that the 
trend of modern surgery is along the lines of con- 
servation of tissue, anatomically and physiologically. 
If one thoroughly understands the nerve and blood 
supply of an extremity and appreciates the fact that 
so long as a part has a sufficient blood supply it will 
live and then many parts may be saved which other- 
wise would be sacrificed. A knowledge of the anas- 
tomoses between blood-vessels, which are particular- 
ly large and most numerous in the limbs, is of great 
importance in this respect, as amputation may be 
avoided or at least much less of an extremity re- 
moved if the surgeon feels sure that an adequate 
blood supply is present or will be established. 

Second only to blood supply in importance in 
conservative surgery, the author places physiolog- 
ical rest by splints or plaster, with good drainage. 

F. D. Dickson. 


Ashhurst, A. P. C.: Arthroplasty of the Elbow. 
Ann. Surg., Phila., 1915, lxii, 302. 

The author reports the technique of an arthro- 
plasty on the elbow-joint. ‘Twice he has done this 
operation for bony ankylosis and three times for 
marked limitation of motion following fracture. 

In the operation the ends of the bones are exposed 
by an incision along the external supracondylar line. 
The external condyle is detached from the humerus 
with an osteotome, the section entering the joint 
on the capitellar surface. The ends of the bones 
are shaped with a Gigli saw, usually only the 
humerus being so shaped. A flap of subcutaneous 
fat is taken from the back of the arm and put be- 
tween the bone ends. The external condyle is re- 
placed by means of a Lambotte self-boring screw. 
The elbow is put up in hyperflexion. 

The first case is reported three and one-half years 
after operation. The boy was five years old at the 
time of the operation. The diagnosis was malunion 
of fracture of the external condyle; there was limited 
motion and cubitus varus. The limitation of mo- 
tion before operation was 50 to 145° and cubitis 
varus 200°. Three and one-half years later the 
boy had full flexion, no varus deformity, and ex- 
tension of 150°. 

In the second case, a boy, aged 18, there was 
malunion of a fracture of the lower end of the 
humerus, limited motion, 40 to 110°, and cubitus 
varus. Operation was performed, and eleven months 
later there was no cubitus varus, the elbow was 
stable, and motion was from 40 to 170°. 

The third case, a girl aged 23, was troubled with 
bony ankylosis from metastatic arthritis. The 
ankylosis was of 10 months’ duration with the elbow 
at an angle of 110°. Eighteen months after the 


operation there was motion in the elbow from 45 
to 150°, the joint was quite stable, and there was 
active power of extension in the triceps. 
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The fourth case, a boy aged 14, had malunion of 
a fracture of the lower end of the humerus with 
limited motion, 65° to 150°. Five months after 
operation motion was 1o to 180° in full extension 
and the radius and ulna luxated backward. There 
was free lateral motion in the elbow, though the 
external condyle was firmly attached to the hum- 
erus. There was very slight power of extension in 
the elbow, but good power in flexion. Seven 
months after operation the elbow showed consider- 
able improvement in stability. 

The fifth case was bony ankylosis of the elbow 
from septic arthritis. Examination showed ulna hum- 
eral ankylosis at an angle of 110°. Rotation in the 
forearm was about one-half normal, supination 
being lost. Three months after operation there was 
free and easy motion from go to 120°. Rotation 
was normal, and the patient refused to have force- 
ful motion under an anesthetic. Lroyp T. Brown. 


Gallie, W. E.: Tendon Fixation in Infantile Paraly- 
sis. Ann. Surg., Phila., 1915, Ixii, 481. 


In this paper the author reports further the 
results of his original operation for correction of foot 
deformities by utilizing tendons of paralyzed muscles 
as anchoring ligaments. He admits that a similar 
principle was employed by Tilanus, Sangiori, and 
Reimer, but the technique differs. A preliminary 
report made two years ago gives the technique in 
detail, but the main principle may be stated briefly 
as an anchoring of the paralyzed tendon into a 
groove made in bone in such a manner that it acts 
as a ligament preventing the part from returning to 
the original deformed position. The lapse of three 
years has shown that the tendon does not stretch, 
that it unites solidly to the bone, and that the 
intervening length grows proportionately to the 
growth of the bone and other parts. 

In applying the operation to correct a varus 
position of a foot an incision is made over the lower 
end of the fibula and the peroneal tendons exposed. 
A groove is made on the anterior margin of the 
fibula, the periosteum deflected, the peroneus longus 
laid in the groove and, while being held taut and 
with the foot in corrected position, sutured there 
with strong kangaroo tendon. The peroneus brevis 
is anchored on the posterior margin of the fibula, 
the purpose of the two different grooves for the two 
tendons being to procure a better balance and avoid 
the equinus position which results from placing 
both in a groove on the posterior surface. The foot 
is held in position by a cast for two months, after 
which the patient walks without splints of any kind. 
For calcaneus deformity the Achilles tendon is fas- 
tened in a groove on the posterior side of the tibia, 
and in case there is also a valgus from paralysis 
of the tibialis posticus the tendon of that muscle 
is anchored near its own groove in the tibia. 

Cases sometimes present themselves with only 
partial paralysis of a muscle but with deformity, and 
in such, it being unwise to fix the entire tendon, it is 
split, one half is anchored and the other allowed to 
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remain free to serve the normal function. Six cases 
so treated have shown excellent results and the 
muscle partially paralyzed seems to regain power 
more rapidly because overstretching is precluded. 
In one case the opportunity occurred to obtain a 
fibula a year after fixating a tendon into it, and 
sections made through it showed a very intimate 
union between bone and tendon. 

In one hundred of the author’s cases there have 
been but two failures. One of these was due to 
planting the tendon with sheath intact, resulting, 
as was found by subsequent operation, in a synovial 
lining which prevented union. Since this case all 
tendons have been scarified before burying. The 
other failure was due to allowing the foot to change 
position after the suturing. W. A. CLARK. 


Steindler, A.: The Paralytic Ankle-Joint; Review 
of Operative Methods. Med. Herald, tots, 
XXXiv, 372. 


Steindler considers the various operative proce- 
dures devised for the paralytic ankle-joint. From 
the standpoint of efficiency he contends that sta- 
bility is the first requirement and should have prefer- 
ence before mobility. 

The procedures considered for increasing the 
stability are: Whitman’s operation; the erosion of 
the joint surfaces of the astragalus and tibia; 
arthrodesis for paralytic valgus deformity; the 
insertion of silk ligaments; Gallie’s operation; the 
fixation of the ankle-joint by nails or ivory pegs; 
and the osteoplastic method as advocated by 
Cramer, who used a bone transplant from the 
anterior aspect of the tibia, fixing it in front of the 
ankle-joint. 

Operations which are to restore power are: tendon 
transference, nerve plasty, and the direct neurotiza- 
tion of paralyzed muscles by direct implantation and 
muscle-to-muscle attachment. R. B. Correrp. 


ORTHOPEDICS IN GENERAL 


Willard, D.: Association of Static Disturbances in 
Childhood. Am. J. Orth. Surg., 1915, xiii, 241. 


Static disturbances of childhood, i.e., some de- 
viation from the normal of their supporting struc- 
tures, fall into two main groups, those due to some 
bony or muscular defect and those caused by un- 
equal weight distribution. These defects are 
seen especially in poor children who have not had 
the proper care or food to prepare their supporting 
structures for their work of weight-bearing. Many 
of these children begin life with, or acquire when 
first beginning to walk, some abnormality of their 
bony or muscular supporting column. Then 


either the defect may so increase as to cripple the 
patient or it may in itself remain insignificant but 
lead to a series of secondary deformities which grad- 
ually increase and which eventually materially 
impair physical efficiency. 

The author has gone over 111 histories of chil- 
dren under fifteen years of age who had some static 
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abnormality of the lower extremities and divided 
them into three groups: those from one to five 
years, those from six to ten years, and those from 
eleven to fifteen years. In the first group 70 per 
cent showed deformity in both the upper and lower 
half of the supporting column. All cases in the 
second group showing foot or leg deformity showed 
also some spinal deviation. In group three 87.8 
per cent showed leg and spinal abnormalities. 

It is not claimed that these foot and leg conditions 
are responsible for all spinal deformities but it is 
claimed that a child with these foot and leg con- 
ditions has an inherent tendency to abnormal 
spinal curves. Treatment is purely a problem in 
mechanics. If the condition is recognized early 
the treatment is short and easy, but it is long, 
difficult, and unsatisfactory if secondary bone de- 
formities have occurred. R. O. Ritrer. 


Bendixen, P. A.: Flat-Foot. Med. Herald, 10915, 
Xxxiv, 368. 


The author discusses the various phases of flat- 
foot but offers nothing exceptionally new to those 


familiar with the subject. He contends that the 
number of people suffering with static foot troubles 
is rapidly increasing, so that, outside of acute 
coryza, rhinitis, and gastric disturbances, they con- 
stitute the most frequent ailment of the inhabitants 
of the cities of the United States. This enormous 
increase is due to the demands of modern fashions 
which today call for high-heeled, narrow, and 
pointed shoes and pumps, together with excessively 
tight stockings. 

The remote or underlying causes ; of static flat- 
foot are classified as congenital, neurogenic, inflam- 
matory, traumatic, and constitutional. The direct 
cause, whether influenced by any of the above- 
mentioned contributory causes or not, is the altera- 
tion in the static conditions of weight-bearing, 
posture, or gait, or a change in the balance of the 
body from such conditions as knock-knee, bad 
shoes, etc. 

The treatment is palliative and curative. Strap- 
ping the feet and ankles with adhesive plaster, the 
fitting of proper braces and suitable modification 
of shoes are all considered. R. B. Correxp. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Turner, H.: So-called Ankylozation of the Spine; 
Bechterew’s and Struempell-Marie’s Disease 
(Ueber die sogen; versteifung der Wirbelsiule und 
ueber die Becterew’sche und Striimpell-Marie’sche 
Krankheit). Ziéschr. f. orthop. Chir., 1914, xxxiv, 
408. 


An extensive critical review is given of the entire 
literature on spondylitis deformans together with 
a short description of an anatomic specimen of this 
kind. There prevails in the literature considerable 
confusion, not only in attempting to establish the 
identity of Bechterew’s and Marie’s type of spondy- 
litis deformans, but also in regard to numerous sub- 
divisions and borderline cases. Most of the dis- 
crepancy between the statements of the different 
authors is due to lack of reliable pathological in- 
formation and the inability of the observers to 
provide a sound anatomical basis for their theories. 
Among other points the dura mater and the medul- 
lary substance as well as the nature of the root 
symptoms are still under discussion and no definite 
conclusions have been arrived at. — A. STEINDLER. 


Rugh, J. T.: Report of a Case of Typhoid Spine 
with Autopsy Findings. Am.J.Orth. Surg., 1915, 
xiii, 289. 

The author shows that true infection of the spine 
takes place, but the typhoid bacillus is demon- 
strated with difficulty. 

The resultant inflammation usually eventuates in 
suppuration and necroses, terminating in limited 
function. The spine shows less pathology than 
other joints, probably due to the vascular arrange- 
ment. 


The case cited had a severe primary infection, 
complicated by a fall during her delirium. Metas- 
tases occurred in the lumbar spine, and a kyphosis 
quickly resulted but improved with hyperextension. 
The microscopical findings of three secretions were 
negative, but an abscess about one hip showed the 
typhoid bacillus many months after its involve- 
ment. The autopsy findings showed the absence 
of intervertebral disks at the site of involvement of 
the spine and a replacement by fibrous tissue 
limiting function. Pain was severe during the prog- 
ress of the second involvement. H. W. Mattsy. 


Rockwell, O. H.: Report of a Case of Spina Bifida. 
Penn. M. J., 1915, xviii, 925. 

The case cited was born with a double pelvis, 
three lower extremities, spina bifida, and an an- 
terior anal outlet. The child lived for almost ten 
years, when a rupture of the tumor caused death. 

James R. Martin. 


Fitzimmons, H. J.: Four Cases of Unilateral Ro- 
tary Displacement of the Cervical Spine. 
Interst. M. J., 1915, xxii, 983. 


Fitzimmons presents a well written and rather 
exhaustive anatomical and clinical study of what he 
calls “‘ ‘unilateral rotary displacement of the cervical 
spine.”’ He lists the items of the symptom-complex 


as follows: 

1. Inability to rotate the head without tilting 
the chin on the side affected. 

2. Prominence of the transverse process of the 
axis on the side affected. 
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3. The presence of occipital pain to any degree. 

4. Theabsence of muscle contractions which could 
explain the deformity and restriction of rotation. 

5. Absence of nerve lesions. 

6. Radiographic confirmation of cervical dis- 
placement. 

The earlier article by Mixter and Osgood men- 
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Mehler, L.: Neurolysis of the Plexus Brachialis 
(Neurolyse des Plexus brachialis). Deutsche 
Zischr f. Chir., 1915, cxxxiii, 299. 

A case of Erb’s paralysis of the plexus following 
gunshot injury is reported. The bullet entered the 
body at the inner upper scapular angle on the right 
side. An incision was made on the lateral border 
of the sternocleidomastoid muscle downward to the 
clavicle. When the plexus was dissected it was 
found adherent to the surrounding tissue both above 
and below the clavicle. It was freed carefully from 
its adhesions and sutured. The operation was fol- 
lowed by noticeable improvement. A. STEINDLER. 


Gratzl, F.: 
(Schussverletzungen peripherer 
z. klin. Chir., 1915, xcvii, 291. 


Gunshot Injuries of Peripheral Nerves 
Nerven). Beitr. 


Gratzl reports his work in a base hospital in 
Munich. He discusses the distinction between 
primary and secondary injuries of nerves, the 
difficulty in determining whether-the nerve is com- 
pletely severed or not, and the theories in reference 
to degenerative and regenerative changes after 
the severing of nerves. He then gives the case 
histories of 9 cases of nerve-suture and 6 of neuroly- 
sis. When it was necessary to resect the nerve, the 
cut ends could not as a rule be sutured together 
directly, but a plastic operation had to be done first ; 
one or both of the ends was divided in half longi- 
tudinally and the cut sections reversed so as to 
form a bridge. 

As a general rule the sutured nerves were sheathed 
in fat, and when possible their position changed so 
that they did not lie in scar tissue. The time since 
the operations has been from ten weeks to ten 
months. Thus far there has been marked im- 
provement in galvanic and faradic excitability peri- 
pherally from the injury in 11 cases; there were no 
results in 3 cases; i.e., improvement in 73 per cent. 

As an argument against Stoffel’s claim that the 
individual nerve-bundles must be placed in exact 
apposition, Gratzl cites cases in which excellent 
results were obtained by a plastic operation on the 
nerves. A. Goss. 


Ingebrigtsen, R.: A Contribution to the Biology 
of Peripheral Nerves in Transplantation. J. 
Exp. Med., 1915, xxii, 418. 

While the large amount of experimental and 
clinical work in transplantation which has been 
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tions all of these except the effect of rotation. 
Of previous writers, Fitzimmons mentions Walton 
only and says that the manipulative procedure sug- 
gested by Walton has given successful results in 
his four cases. A further extended discussion of the 
anatomical details involved in a consideration of the 
condition concludes the article. H. Winnetr Orr. 


NERVOUS SYSTEM 


done during the last few years has elucidated many 
essential points, and the transplantation of bone, 
skin, connective tissue, blood-vessels, and glandular 
organs has assumed a practical value, this, the 
author believes, has not been the case in peripheral 
nerve transplantation, because nerve transplanta- 
tion in human beings has been mainly heteroplastic. 

He first reviews the experimental work that has 
been done in this field and then records the results 
of his own experiments. He experimented on the 
sciatic nerve of rabbits from which pieces 2 to 3 cm. 
long were taken out and then either re-implanted 
into the same animal, united to the cut ends of the 
nerve by means of a single silk suture (autoplastic), 
or implanted into the sciatic nerve of another rabbit 
(homoplastic), or into guinea pigs (heteroplastic). 
He carried on three series of experiments, and in 
each series he operated upon several animals and 
the transplanted pieces were removed for histo- 
logical examination at different intervals (4, 8, 12, 16, 
or 20 days) after the transplantation. 

The author found that in autoplastic transplanted 
nerves a degenerative process occurred which re- 
sembled the ordinary Wallerian degeneration, but 
appeared a little more slowly than the latter. The 
cells of Schwann were in a condition of survival and 
were capable of multiplication after the transplanta- 
tion. 

In homoplastic transplanted nerves he found a 
degenerative process resembling a Wallerian degen- 
eration, somewhat delayed. The cells of Schwann 
multiplied, and for some time at least were 
in a condition of survival. After twelve to four- 
teen days an abundant and increasing immigra- 
tion of lymphocytes was observed, and from the 
eighteenth day the cells of Schwann developed a 
neocrobiotic appearance. 

In heteroplastic transplanted nerves numerous 
myelin ovoids were formed during the first four to 
five days, but there was no proliferation of the cells 
of Schwann, and no Wallerian degeneration was 
seen. The graft became necrotic within about two 
weeks. 

The formation of ovoids that occurred during the 
first four to five days after the performance of the 
heteroplastic transplantation, the author states, 
did not reveal the condition of the life of the graft. 
This formation of myelin ovoids was found in the 
nerve-fibers when they had been kept in an in- 
cubator for 24 hours in Ringer’s solution (Nageotte) 
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or in homologous or heterologous serum, but it was 
not found in the fibers after their incubation in 
isotonic salt solution (Nageotte), the presence of 
calcium being necessary for the occurrence of ovoid 
formation. 

From this experimental study the author draws 
the following conclusions: 

Heteroplastic transplanted nerves become ne- 
crotic. ‘They are unsuitable for bridges in cases of 
nerve defects, and his results explain the failure of 
the attempts at heteroplastic transplantation of 
nerves in human beings. 

If it is desired to bridge a nerve defect by implant- 
ation, autoplastic or homoplastic grafts must be 
used. The occurrence of a Wallerian degeneration 
in these grafts during the first two to three weeks 
after the transplantation should make bridging a 
promising operation; for in this period the grafts 
resemble the peripheral part of a divided nerve and 


DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Dearborn, F. M.: Modern Views on the Treatment 
of Skin and Mucous Membrane Cancer. J. 
Am. Inst. Homeop., 1915, viii, 375. 

Many cases of epithelioma can be successfully 
treated surgically, but the author prefers a com- 
bination of minor surgery (superficial curettement) 
followed by caustic or other local methods because 
it is less severe, more readily used, causes less scar- 
ring, and presents a much smaller percentage of 
recurrences. This refers solely to cases which do 
not show lymphatic involvement. Surgical inter- 
ference is necessary in any type of epithelioma which 
even suggests lymphatic complications, for growths 
on the trunk with plenty of soft tissue about, and 
for most of the lip cancers. The advantage of the 
routine use of the X-ray or radium in combination 
with surgery has been constantly apparent. 

The numerous pre-epitheliomatous lesions, kera- 
totic for the most part, are easily destroyed by car- 
bon dioxide snow or by high-frequency sparking 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Tennant, C. E., and Hegner, C. F.: A Paradox in 
— Tr. West. Surg. Ass., Des Moines, 1915, 
ec. 


The case presents an interesting sequence of 
etiological factors with associated carcinoma of the 
mammary gland. Paradoxically it presents an 
equally important sequence of etiological factors 
with which carcinoma at the pylorus is usually 
associated, but without the carcinoma being 
demonstrable. 


must be assumed to be capable of regeneration, and 
thus are very different from dead material. 

The author has studied the process of regeneration 
and in a future article will communicate his results 
of bridging defects, which are encouraging so far 
as the function is concerned. 

His results with homoplastic transplantation of 
nerves will, he believes, have a bearing on the homo- 
plastic transplantation of limbs, which has been 
successfully performed in dogs by Carrel. None of 
his dogs lived long enough to show any function of 
the transplanted leg. The practical value of this 
operation is dependent, of course, upon the return 
of function, and especially on the regeneration of the 
nerves in the transplanted leg. The results with 
homoplastic transplantation of nerves seem to in- 
dicate the possibility of a regeneration of the nerves 
in a homoplastic transplanted leg. 

GrorcE E. 


after removal of the crusts, scales, or warty tops. 
The two agents just mentioned are the best ad- 
juncts we have because alone or in combination with 
X-ray or radium they are constantly useful. 

After the treatment of nearly 1,400 epitheliomata, 
the author can safely say that massive doses of 
radium in sufficient quantity and of a radio-activity 
not less than 200,000, preferably more, will cure or 
greatly improve more than half of the skin cancers 
which do not positively demand surgery; in fact, 
it will often benefit the group known as inoperable 
and also some post-operative cases. Only recently 
splendid results have been seen from its use in a most 
violent serpiginous type which had partially yielded 
to other methods scattered over a period of four 
years. 

While it is not wise nor prudent to use X-ray for 
all cases of epithelioma of the skin, the author be- 
lieves that X-ray would cure or vastly improve 90 
per cent of all skin cancers. Epwarp L. CorneELt. 


Notwithstanding the long and continued presence 
of carcinoma extending over a period of ten years, 
and two operations for recurrence; notwithstanding 
the possibility of metastasis and a constitutional 
predisposition to carcinoma; and notwithstanding 
the coexistence of a very chronic ulcer at a site 
most favorable to the development of carcinoma, 
and that too during the cancer decades of life, 
carcinoma did not develop. 

The case was that of a widow aged 58. Since 
the age of 16 years she had been having attacks of 
stomach trouble with nausea and vomiting. These 
had been severe and almost constant since 1905. 


i; 
i; ‘ 
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When 23 years of age while nursing her infant the 
nipple of the left breast became sore, and an abscess 
developed, which was lanced through the nipple. 

In 1900, twenty-one years after the abscess, the 
same nipple became sore again. This continued 
until 1907 when the trouble was diagnosed as Paget’s 
disease and treated with X-ray without improve- 
ment. In March, 1910, there was a superficial 
pigmented and fibrosed ulceration. The nipple 
and ulcer area were then excised. 

In December, to11, twenty-one months after the 
nipple excision, she returned with a mass in the upper 
inner quadrant of the same breast. This was the 
size of a hen’s egg and adherent both to the skin 
and deeper structures. A complete operation was 
done, removing the breast, muscle, axillary, and 
supraclavicular lymph-glands. Sections of this 
tissue were examined and reported as scirrhous 
carcinoma with glandular involvement. Four years 
after this operation the patient was free from recur- 
rence. 

In April, 1915, she presented herself for stomach 
trouble which had existed since she was 16 years old. 
Pain and distress were almost constant, vomiting 
was frequent, and the patient lost ten pounds in 
weight. 

At operation the pyloric end of the stomach, the 
pylorus, and the first part of the duodenum were 
found to be fused into a firm mass firmly adherent 
to the surrounding structures. The stomach (py- 
loric end) and the first portion of the duodenum 
were resected. The mass was excised in wide limits 
and a posterior gastro-enterostomy was performed. 

The history and the appearance of the tissues 
strongly indicated carcinoma, and at the time its 
presence was considered certain. Sections examined 
proved this last lesion to be chronic duodenal ulcer 
with encroachment on the pyloric end of the 
stomach. Slides were exhibited showing the epi- 
dermal carcinoma, Paget’s disease, and the adeno- 
carcinoma in the same breast, and the chronic ulcer 
of the duodenum and its gastric encroachment — 
but without evidence of malignancy. 


Beitler, F. V.: A Discussion of the Cancer Mortal- 
ity. J. Am. M. Ass., 1915, lxv, 1324. 


The author gives a statistical study of cancer 
mortality during the years 1903 to 1913, the figures 
being obtained from the Division of Vital Statistics 
of the Census Bureau. Several very interesting 
charts and tables are used. 

In 1913 the deaths from cancer numbered 76,694. 
In 1904 there was a mortality of 70.15 per 100,000, 
and in 1913 a mortality of 78.88 per 100,000. Again, 
in 1904 cancer deaths represented 4.24 per cent of 
the total deaths, while in 1913 they represented 5.60 
per cent. In contrast, the death-rate of tuber- 
culosis, pneumonia, typhoid, and diphtheria showed 
a marked decline in the same period of years. 

Sex distribution. Cancer is more frequent in 


females, but the pendulum of cancer mortality is 
slowly swinging from the female into the male popu- 
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lation. During the ten years, there was an increase 
of 39.75 per cent in the male population against 
an increase of only 27.38 per cent in the female. 
In 1903, 37.9 per cent of all cancer deaths were 
males, while 62.04 per cent were females; in 1913, 
40.15 per cent occurred in males, to only 59.85 per 
cent in females. 

Age distribution. The statistics were obtained 
from the census taken in 1900 and 1910. In 1900, 
1o per cent of the total cancer mortality occurred 
prior to the fortieth year while in 1910, only 9 per 
cent occurred before that age. In 1900, between 
the ages of 40 to 50, there were 90.88 cancer deaths 
per 100,000, and in 1910, 101.36 deaths. In 1900, 
between the ages of 50 and 60, there were 1098.43 
deaths, and in 1910, 229.42 per 100,000. Between 
70 and 80, in 1900, there were 495.84 deaths, in 1910, 
661.54 deaths. Between 70 and go this increase 
was most marked, for in 1900 there were 587.44 
deaths, and in 1910, 811.87 per 100,000. 

Site of cancer. Cancer of the stomach and 
liver stands first with a mortality of 31.2 per 100,000. 
Cancer of the female genital organs stands second 
with 12.2 per 100,000, followed by cancer of the 
intestines with 10.5, and cancer of the breast with 
7.3. All forms of cancer showed an increase from 
1904 to 1913, with cancer of the intestines in the 
lead, 45.83 per cent increase, and cancer of the 
mouth second, 40.9 per cent increase. Cancer of 
the skin has shown little, if any, increase in that 
time. 

Little difference of increase is shown between the 
two main varieties from a diagnostic standpoint; 
i.e., external cancers and those of internal organs. 

All cases considered are those in which cancer is 
the primary cause of death and none of the border- 
line cases are included. 

As a possible cause of increased mortality a change 
of sex distribution is considered, but it was found 
that in 1900, 50.03 per cent of the population were 
males and 49.97 females, and in 1910, 51.4 per cent 
were males and 48.6 per cent females. Likewise 
an increase of population prior or after the fortieth 
year was noted, but it was found that in 1900 the 
percentage of population under 40 was 72.80, and 
in 1910, 72.58; that the percentage in 1900 over 40 
was 27.2, and in 1910, 27.42. 

Beitler concludes that, based on the mortality 
statistics of the country, cancer shows a decided 
increase. P. M. Cuase. 


Byford, H. T.: The Etiology and Prophylaxis of 
Carcinoma. Tr. West. Surg. Ass., Des Moines, 
1915, Dec. 


A review of some of the known facts about car- 
cinoma led the author to the following conclusions: 

1. Carcinoma is an infection. In no other way 
can the known facts be accounted for. 

2. Carcinoma is in the great preponderance of 
cases introduced into the system with the food. 

3. The human faces are carriers of the germs of 
carcinoma, both in individuals affected and in 
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many who are not. Such contamination of the 
faeces can be made to explain how chimney sweeps 
suffering with chronic irritation of the scrotum be- 
come infected. It can also be made to account for 
the infection of the female genitals with carcinoma. 
Infected faces are liable to contaminate the soil in 
neighborhoods where the provisions for sewage and 
drainage are defective. 

4. Individuals most subject to carcinoma are 
those who work most in the dirt, and who eat a 
great variety of food from doubtful sources, in- 
creasing the chances of infection. 

5. Theinfection is probably spread by the increase 
of railroad traffic and the crowding of people in 
industrial centers. ‘The increase of cancer in recent 
times is, to a great extent, in the alimentary canal, 
and probably has some relation to the increase of 
ulcer of the stomach, gall-stones, mucous colitis, 
appendicitis, and chronic intestinal diseases. ‘These 
in turn have become more frequent as a result of 
the increasing complexity and richness of diet during 
the past century. Pastries, candies, cakes, sweet- 
meats, fancy bakery goods, etc., are now within the 
reach of all but the very poorest, who do not have 
carcinoma as often as those in good circumstances. 

6. The author thinks that the pancreatic secre- 
tions, particularly trypsin, inhibit the develop- 
ment of the germ and prevent the duodenal ulcer 
from becoming infected with carcinoma, and asks 
the question whether it or some similarly acting 
vegetable ferment or artificial ferment could not 
be used for the destruction of the disease or the 
production of immunity. 

7. Dr. Maud Slyle has shown that immunity and 
increased susceptibility to cancer may be inherited 
in mice, and that in mice some animals exposed 
always develop cancer when the conditions favor- 
able for its development are present, while others 
never do. This would explain why gastric ulcers 
become carcinomatous in some patients and not 
in others. A healthy alimentary canal is one of the 
greatest safeguards against carcinoma, excepting 
of course a natural immunity. 

The foregoing conclusions have suggested the 
following recommendations: 

1. Carcinoma should be considered an infectious 
disease. 

2. Precautions against the spread of the infection 
should be taken by the community as well as by the 
individuals affected. 

3. Foods, particularly fruits and vegetables, 
should be protected from contamination at their 
source and in transit. All fruits and vegetables 
from general sources should be sterilized before being 
eaten, except such as have a complete covering or 
hard external surface that can, after a thorough 
cleansing, be removed. The use of human excre- 
ment as a fertilizer should be prohibited by law. 

4. The disposal of human excrement in suburban 
and populous rural and manufacturing districts 
should be such as to avoid possible contamination 
of the surface soil. The faces of patients with car- 


cinoma of the alimentary canal and pelvic organs 
should receive the same attention as those of pa- 
tients with typhoid or cholera. 

5. Women should be taught the infectious nature 
of normal stools with particular reference to keeping 
the perineum free from contamination. They 
should also be taught to spend a considerable portion 
of their time washing their hands. 

6. The number of cats and dogs in populous dis- 
tricts should be restricted, and they should not be 
allowed to roam about the streets by day or night. 
The excess should be killed. Means should be taken 
for the extermination of rats, mice, cockroaches, and 
other vermin. This should have been done long 
ago as a protection against the spread of other in- 
fections. ; 

7. Individuals whose occupations are known to 
expose them to great risk of infection from carcinoma 
should be taught that it may get into their systems 
either through the irritated skin or by way of the 
alimentary canal. They should be taught to keep 
the skin free from chronic lesions and should wash 
their hands very thoroughly before eating; and also 
to wash and disinfect their hands very thoroughly 
and change their working garments when they 
leave their work for the day. All workers in dirt 
should observe these rules. 

8. That all epithelial areas affected with chronic 
irritation and erosion should be attended to, has 
already been emphasized by others. An attempt 
might also be made to prevent infection of ulcerated 
and eroded surfaces in the alimentary canal. Pa- 
tients with such lesions should of course avoid all 
unsterilized food that might be contaminated. 
Whether it would be useful to give a large dose of 
trypsin or something with a similar catabolic or 
germicidal action once or twice daily in cases of 
ulcer of the stomach, or a pint or more of a solution 
of acetozone or alphozone, or some other non- 
poisonous substance that might be found to have 
a destructive action upon carcinomatous cells and 
parasites, is a question that the author thinks de- 
serves consideration. 

9. Municipal authorities should put carcinoma 
upon the list of diseases to be reported, in order that 
the patients may be traced and taught how to take 
care of themselves and their infected discharges, 
and that none of those living with them be allowed 
to handle foodstuffs for the market. 

10. The blood of patients with carcinoma should 
be exhaustively studied with reference to the dis- 
covery of something that will increase immunity, 
for until we learn more about the germ, the establish- 
ment of immunity would seem to afford the best 
hope of preventing infections and recurrences. 

11. The time would seem to be ripe for teaching 
the public something concerning the erroneous 
motions about diet that are prevalent among the 
idle rich and prosperous poor in order that they 
stop manufacturing the serious forms of gastro- 
intestinal disease that have of late years shown such 
an alarming increase in frequency, the seeds of 
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which are sown in adolescence and the fruits of 
which are harvested at maturity and in senescence. 
In this way the danger of infection by contamina- 
tion might be greatly diminished. 

12. Women who have not borne children for 
several years should be warned of the danger of 
developing carcinoma, and should not only be on the 
lookout for symptoms but should submit to a pelvic 
examination at least twice a year until it is evident 
that the mucous membranes are healthy and are 
remaining so. 


Cernic, M.: Gas Phlegmons (Gasphlegmonen). 
Wien. klin. Wehnschr., 1915, xxviii, 1034. 

The author gives a table showing his treatment 
and results in 15 cases of gas phlegmon, and con- 
cludes that all gas phlegmons should be treated 
operatively. In those cases without gangrene or 
fracture the treatment may consist of free incisions; 
when the phlegmon has involved the muscles the 
diseased parts should be radically excised. In 
cases of fracture without gangrene, if the patient’s 
condition is good and he refuses amputation, an 
attempt should be made to save the limb, but a 
very careful watch should be kept of it, so that 
amputation may be performed promptly if neces- 
sary. If it is delayed too long the results will be 
fatal. 

In cases with gangrene the only treatment that 
offers any hope at all is prompt amputation. If 
projectiles are lodged in a limb affected with gas 
phlegmon they should be removed at once. Some- 
times after apparent recovery the process flares up 
again. In such cases incision and excision of dis- 
eased tissues should be repeated until healthy 
tissue is reached. All wounds should be covered 
with gauze wet with hydrogen peroxide, and these 
wet compresses should be renewed frequently until 
the wound is clean and shows healthy granulations. 

A. Goss. 


Selter, H.: Etiology of Gas Phlegmon (Zur Aetio- 
logie der Gasphlegmone). Deutsche med. Wchnschr., 
1915, xli, 1189. 

Selter examined 14 cases of gas phlegmon micro- 
scopically and by the culture method. He con- 
cludes from his examination that gas phlegmon is 
not always caused by Frinkel’s bacillus, but may 
be caused by various kinds of anaérobic bacteria. 
In only 4 of his cases did he find bacteria that cor- 
responded entirely to Frankel’s description of his 
bacillus. There were abundant spores in the 
other cases, and Frinkel’s bacillus only occasionally 
give rise to spore formation. The bacteria in the 
other cases behaved considerably like those of 
symptomatic anthrax. The specimens were sent 


to Leipzig and 2 of the spore-bearing strains in- 
jected into guinea pigs without any results, while 
2 of the non-spore-bearing ones, evidently Frinkel’s 
bacillus, were injected, with the usual fatal conse- 
quences. 

If the disease is not, as would appear from this 
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study, uniform in its etiology nothing is to be 
gained by treating it with a serum or vaccine pre- 
pared from Frinkel’s bacillus. It is more impor- 
tant to cleanse the wounds quickly and thoroughly. 
In 14 cases of shrapnel injury that came into the 
author’s hands soon after wounded he cleansed 
the wounds thoroughly, and on examining the wound 
secretion he found abundant anaérobic, gram- 
positive bacilli, some of them spore-bearing. But 
as a result of the thorough cleansing gas phlegmon 
did not develop in any of the cases. A. Goss. 


Dubs, J.: Antitoxin Prophylaxis in Traumatic 
Tetanus (Zur Serumprophylaxis bei Tetanus 
Kor.-Bl. f. schweiz. Aerzte, 1915, xlv, 

09. 

A boy of 17 received an open wound on his fore- 
arm and was given a dose of 25 I. E. tetanus anti- 
toxin one hour, and another 12 hours, after the 
injury. The arm had to be amputated two and 
one-half days later for gas phlegmon, the bacteri- 
ological examination of which showed Friinkel’s 
bacillus. There was slow and complete recovery, 
except that the axillary glands remained swollen 
for two weeks. The patient was completely well 
five weeks later, when tetanus suddenly set in, and 
in spite of the injection of 60 I. E. antitoxin he died. 
In this case we see severe tetanus developing in 
spite of two early preventive injections of antitoxin 
and in spite of the early removal of the local focus 
of infection by amputation. Dubs assumes that the 
enlarged lymph-glands played a part in the etiology, 
as did also the presence of the bacteria of gas 
phlegmon. 

Dubs believes that prophylactic injections of 
antitoxin should be given at short intervals, 7 to 
12 days, for five weeks and that the doses should be 
larger than those ordinarily used. Antitoxin pre- 
vention cannot be adjudged a failure till these de- 
mands have been strictly fulfilled. In the local 
treatment the lymph-glands of the region should 
always be taken into consideration. A. Goss. 


Burnham, A. C.: The Administration of Glucose 
Solutions as a Prophylactic Against Post- 
Operative Shock. Am. J. M. Sc., 1915, cl, 431. 


The author bases his views on a series of experi- 
ments that has proved that sugar, in the form of 
glucose, supplies energy to cells and aids in tissue 
repair; it diminishes acidosis and thus tends to 
remove the chief factor in post-operative vomiting; 
it neutralizes certain poisons in the circulation, and 
probably is a direct cardiac stimulant and food. 

Accordingly it is recommended that to patients 
in whom no contra-indication to oral feeding exists, 
a meal of bread and cereal be given 8 to 12 hours 
prior to operation; further, a feeding containing 
100 to 200 calories is given 3 hours before operation; 
e.g., 6 oz. of coffee or orangeade containing 1 oz. 
of lactose. 

If for any reason food cannot be given by mouth, 
Kausch recommends the intravenous administration 


190 INTERNATIONAL ABSTRACT OF SURGERY 


of a7 percent, freshly prepared and sterilized glucose 
solution, or a 4 to 5 per cent solution may be given 
as a hypodermoclysis; 2 to 3 liters can be injected 
in the course of 24 hours. The simplest way is to 
use a 5 per cent solution of glucose in tap water 
by the Murphy drip method instead of the now 
generally used post-operative saline proctocly- 
sis. 

The following conclusions are reached: (1) Glucose 
solution should be given as a routine measure after 
every operation in which there is reason to fear more 
than the ordinary amount of post-anzsthetic shock. 
(2) It should be given as a routine measure in every 
case where post-operative oral feeding may be 
difficult or insufficient for a considerable period after 
operation. (3) It should be given as an emergency 
measure either before or after operation for the re- 
lief of an existing or threatened acidosis. 

ListER TUHOLSKE. 


SERA, VACCINES, AND FERMENTS 


Bronfenbrenner, J., Schlesinger, M. J., and 
Mitchell, W. T.: A Modification of the Abder- 
halden Test. J. Am. M. Ass., 1915, lxv, 1268. 


The authors review the theory upon which the 
Abderhalden test is built, and cite the fact that 
Abderhalden and his supporters still maintain that 
errors obtained with the test are due to faulty 
technique. However, he points out that a constant- 
ly growing number of men have not been able to 
confirm his work or sanction it in part only. They 
believe that the poor results obtained by many men 
with the test are due to a faulty understanding of 
the relations of the ingredients to each other rather 
than that the test is too difficult to be properly 
performed. 

As against Abderhalden’s views as to the theory 
of the test they support the contention that the 
substrate present in the Abderhalden test is not 
digested. It acts as an absorbent for the antitryp- 
sin, thus setting free the trypsin (present in every 
serum), which thereupon digests the serum proteins 
of the serum tested. 

They believe the test to be specific in this degree. 
If used in exactly the right amount the antibody in 
the specific serum unites with the substrate antigen, 
forming the first phase of the reaction. Then the 
“sensitized substrate” absorbs the antitrypsin and 
permits digestion of the serum proteins, forming the 
second phase of the reaction. 

Their modification of the test consists essentially 
inthis. After remaining over night in the ice box, in 
contact with the suspected serum, the placenta (or 
other substrate) is centrifuged, washed free of 
serum, and incubated with any serum-containing 
complement. The authors suggest using male 
guinea-pig serum. 

They conclude that the Abderhalden test depends 
on the presence in the serum of specific substances 
which are not of a fermentive nature. 

The substratum is not digested during the test. 


Dialyzable split products originate from. the 
serum as a result of its autodigestion, and not from 
the substratum. 

Analysis of the test shows that it consists of two 
phases, and this gives a basis for a useful modifica- 
tion of the method. F. H. FAtts. 


BLOOD 


McArthur, L. L.: Thrombo-Angiitis Obliterans 
(Intermittent Claudication). Tr. West. Surg. 
Ass., Des Moines, 1915, Dec. 


There exists in the relatively young of neither 
diabetic, syphilitic nor angioneurotic type, a spon- 
taneous gangrene termed “thrombo-angiitis” by 
Buerger, and ‘“‘spontaneous gangrene of the young”’ 
by Koga, a common occurrence among his country- 
men and limited in this country almost entirely to 
the Jewish race. 

Mayesima determined the constant high viscosity 
of the blood in all cases of gangrene. Acting on 
this Koga confirmed Mayesima’s findings and re- 
duced the viscosity by diluting the blood with 
physiologic solutions. Cases which in the past 
were invariably condemned to high amputation he 
succeeded in curing by the simple expedient of 
hypodermoclysis of sufficient quantity and extend- 
ing over a sufficient period of time to reduce the 
viscosity of the patient’s blood. The testimony 
of all those who have faithfully carried out Koga’s 
recommendation verify his claim. 


Simons, I.: Experiences with the Sodium Citrate 
Method of Indirect Transfusion of Blood 
(Lewisohn). J. Am. M. Ass., 1915, lxv, 1339. 


The author reports his results in three cases 
with the sodium citrate method of indirect blood 
transfusion. In two of these cases both the direct 
and the indirect methods were used. 

The disadvantages of the direct method of Crile 
and Carrel are: (1) numerous technical difficulties; 
(2) the length of time spent; and (3) the impossi- 
we 4 of accurately estimating the amount of blood 
used. 

On the other hand, with the citrate method the 
technique is the simplest, the blood may be accurate- 
ly measured, and remains fluid indefinitely. How- 
ever, it exposes the blood to the air, adds a foreign 
substance and brings the blood into contact with 
foreign materials. 

In Case 1, following the transfusion of 200 ccm. 
of blood by the citrate method, the patient became 
profoundly shocked but recovered in a short time and 
voided claret-colored urine. Later, a second trans- 
fusion by the direct method raised the hemoglobin 
from 25 to 55 per cent without shock or bloody 
urine. One hour later the patient underwent an 
exploratory laparotomy in good shape but died the 
next day. 

In Case 2, following the transfusion of 500 ccm. 
by the citrate method only moderate shock was 
observed, with no bloody urine. The hemoglobin 
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rose from 38 to 58 per cent and the patient under- 
went a supravaginal hysterectomy in excellent 
shape. 

In Case 3, aruptured ectopic pregnancy, the direct 
method of transfusion was used, with no evidences 
of shock or bloody urine. The hemoglobin rose 
from 43 to 51 per cent. One week later, following 
a transfusion of 200 ccm. by the citrate method, the 
patient went into profound shock and died shortly 
afterward. 

Simons concludes that at the present time the 
citrate method is dangerous and should not be used. 
He believes the direct method of Crile much the 
safer and less likely to produce shock. 

P. M. CuAse. 


BLOOD AND LYMPH VESSELS 


Beer, E.: Ligation of the Portal Vein in Suppura- 
tive Portal Phlebitis. Am. J. M. Sc., 1915, cl, 
548. 


Beer reports a fatal case of suppurative portal 
phlebitis which he operated on in an effort to save. 
He cites the conclusions of Geister, Neuhof, and 
Brewer relative to the feasibility of ligating the por- 
tal vein. Geister believes the operation to be logical 
but to be attended by technical difficulties and prob- 
lematic results. Neuhof states that ligation of the 
portal vein regularly leads to death in a very short 
time —in half an hour to two hours. He has, 
however, demonstrated that gradual occlusion of 
the vein is not fatal. Brewer and Burkenko indicate 
that occlusion due to pressure followed by ligation 
is not incompatible with life. Guided by the above 
Beer attempted the following plan: 

1. To insure an adequate collateral circulation 
he attempted a lateral anastomosis between the 
left spermatic and one of the large branches of the 
inferior mesenteric vein. In this he expected to 
have an assured anastomosis between the portal 
and systemic circulations. 

2. Omentoplexy. At a second operation he 
planned to perform an omentoplexy ligating the 
portal vein and draining the gall-bladder. The 
patient died two days after the second operation. 
The entire plan was not carried out owing to con- 
ditions met with. IstiporE Coun. 


SURGICAL THERAPEUTICS 


Eastman, J. R.: The Old Art and the New Science 
of Surgery. TJr. West. Surg. Ass., Des Moines, 
1915, Dec. 


Art is the application of means and methods to 
accomplish desired ends. Science is the system- 
atized knowledge of principles and laws. Surgical 
art is old. Surgical science is new. Formerly 
surgical knowledge was purely empirical. It was 
art, not science. Scientific surgery, according to the 
modern concept, that is, ‘formulated knowledge of 
surgical principles and surgical laws, based on biologic 
facts,’ may be said to have come into existence dur- 


ing the last century with the birth of the school of 
physiologic medicine founded by Broussais, Bichat, 
Roser of Stuttgart, and Wunderlich, who called 
pathology ‘‘the physiology of the sick,” and the 
advent of cellular pathology, with the associated 
new development of the ancillary surgical sciences, as 
physiology and bacteriology. Thus, the pure 
sciences of cellular pathology and bacteriology of 
Virchow and Pasteur established and explained 
causes, principles, and laws, which, joined with the 
older applied science or art of surgery with its 
knowledge of phenomena and facts and supported 
by all the rapidly evolving tributary sciences having 
to do with the origin, structure, development and 
function of living things brought forth the newer 
group science or compound science of surgery. 

We think of Morgagni, Magendie, Bernard, 
Recklinghausen, Rokitansky, Lister, and Johannus 
Mueller, and others of their type and generation as 
the founders of the modern research science of 
surgery. Concerning the great surgical architects 
and artists as well as the philosophers of this im- 
portant period, it is to be said that however much 
we may admire their ingenuity in invention, or 
their virtuosoship in technical performances, or 
their fine skill in spinning theories, we cannot cata- 
logue them among the fathers of present-day 
surgical science along with Virchow and Pasteur 
and their sympathetic contemporaries. Thus, Law- 
son Tait, renowned in the annals of surgical art, 
cannot, if we recall his polemic to Saenger declaring 
bacteria to be the products of disease, be grouped 
with Langenbeck and Billroth, surgical scientists 
who were ‘‘as expert with the microscope as with 
the knife and equally great with both.” 

The modern composite science of surgery has 
evolved chiefly in all the laboratories of its separate 
component and ancillary sciences where surgical 
art was and is, alas, too often a stranger. 

Recently the most valuable contributions to 
surgery have come from the laboratories of biology. 
We need no priestess upon a tripod to tell us that 
surgery of the future will look more and more for 
strength and inspiration to the vigorous sciences of 
biochemistry and physiology though it must con- 
tinue to rest upon its original footing of normal and 
morbid anatomy, nor that the way to the most 
complete surgical development for any individual 
will lie not only through the “blood and sawdust”’ 
but also through the “glass and brass.” 

Surgical art and surgical research science rarely 
reach their highest development in one individual 
and the practical and desirable alternative has been 
and will be to associate the genius of surgical re- 
search in one individual with the gift of surgical 
art in another in an harmonious working union. 
The ideal arrangement of the future will be that 
which includes the establishment of special labora- 
tories of surgical research in close association with 
the theatres of surgical art, and which includes the 
close association of both with large facilities for the 
study of the broader aspects of disease. 
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ELECTROLOGY 


Russ, S.: Protective Devices for X-Ray Operators. 
J. Roentg. Soc., 1915, Xi, 110. 


From his experimental investigations Russ shows 
that there is a wide difference in the thickness and 
quality of lead rubber material used in X-ray 
installations. He found that in 3 different sets of 
samples the X-ray energy transmitted through the 
sample varied from o.1 to 5 per cent. This when 
used with a bulb was usually employed during 
screen examinations. 

With samples of lead-glass varying in thickness 
from 3.25 mm. to 5.0 mm. the X-ray energy trans- 
mitted varied from 2.9 per cent to 5. 5 per cent. 
The energy transmitted, however, depended more 
upon the quality than upon the thickness of the 
glass. The density of the glass is the important 
factor, and the absorbing power increases more 
than proportionately to the increase in density. 

In the subsequent discussion the importance 
of the danger to the operator from secondary 
radiation, including the secondary radiation given 
off by the screen, was mentioned. Hotuis E. Porrer. 


Tugman, O.: X-Ray Sensitometry. 


1915, Xi, 121. 


J. Roentg. Soc., 


The author reports on certain experimental in- 
vestigations made in the Research Laboratory of 
the Eastman Kodak Co. to determine the sensi- 
tiveness of photographic plates to X-rays. He 
states that it has been shown that the penetration 
of an X-ray beam is dependent upon the length of 
the waves of which the ray is composed. The 
shorter the wave-length the greater is the penetrat- 
ing power and the greater the potential necessary 
to produce it, so that the potential applied to an 
X-ray tube is roughly a measure of the hardness of 
the rays obtained, while the current through the 
tube corresponds to the intensity of the beam. 
Ordinarily, however, the radiation from a_ tube 
is a mixture of various wave-lengths, and in order 
to make exact measurements it is necessary to have 
rays of known wave-length measured in some 
standard manner. If such homogeneous beams of 
X-rays can be obtained, then X-ray sensitometry 
can be put on a basis comparable with sensitometry 
to monochromatic light. 

Although such an investigation has not yet been 
carried out in the laboratory, the tests made 
show that the action of X-rays on emulsion films 
is similar to that obtained by the action of light, 
except that the X-rays act throughout the thickness 
of the film, but this difference is to some extent 
marked, especially in thick coatings, by the slow 
penetration of the developer. 

The sensitiveness of photographic materials to 
X-rays, however, cannot be determined in the same 
way as to light, but must be considered as the den- 
sity which can be obtained for a given exposure with 
development continued to the limit. 

E. Porrer. 
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Cole, L. G.: Technique and Experimental Applica- 
tion of Hard Rays for Deep Roentgentherapy. 
Surg., Gynec. & Obst., 1915, xxi, 522. 

The high non-fluctuating penetration which may 
be obtained with a Coolidge tube has rendered deep 
roentgen therapy much more satisfactory than 
with the ordinary type of tube. 

Experiments show that it requires eleven 
minutes of exposure, using the entire capacity of 
seven different tubes of the old type, to obtain the 
same amount of deep radiation that can be ob- 
tained from a single Coolidge tube in less than one- 
half the time. 

Filters of aluminum or leather, or both, and cross- 
fire make it possible to treat deep-seated areas with- 
out burning the skin. But the tube must be placed 
in a specially constructed box protecting the patient 
and operator. 

The rays diminish as the squares of the distance 
from their source, but it is hard to realize that a 
tumor nine inches from the focal point would receive 
less than one-half the rays at the surface of the skin, 
six inches from the focal point, even if no solid 
tissue were interposed. A single pastille cut in two, 
and one-half exposed at six inches and the other at 
nine inches from the focal point, graphically demon- 
strated this fact. 

An amount of unscreened ray necessary to change 
a pastille from o to 4 on the Hampson scale is con- 
sidered an erythema dose. If, however, a ray of 
high penetration emanating from a tube backing up 
an eight- or nine-inch parallel gap is screened by 
three mm. of aluminum, 12 to 16 Hampson units 
may be administered, but care must be observed 
to prevent overlapping of areas treated. With the 
old ‘type of tube, without the cross-fire or filter, 
even if 6 Hampson units were applied on the surface, 
only one-sixteenth of that would reach the tumor 
three inches beneath the surface. But it is possible 
by using 12 to 16 Hampson units of highly filtered 
rays through each of twenty ports of entry, and 
by repeating the procedure in three series to admin- 
ister more than 150 times the amount of ray ad- 
ministered to the tumor three inches beneath the 
surface than could have been administered by the 
old tube without cross-fire and filtration. This has 
been done repeatedly with some very satisfactory 
results, but as this paper was on technique, no case 
reports were given. 


Kempster, C.: The X-Ray Treatment of Fungating 
Epithelioma with the Introduction of Pro- 
_— Filtration. Lancet, Lond., 1915, clxxxix, 

7. 

The author reports 3 cases of fungating epithelio- 
ma treated successfully by progressive filtration. 
The first treatment consists of a full pastille dose 
without any filter at a distance of 10.6 cm. from the 
anticathode, the healthy surrounding tissue being 
protected. This treatment is repeated at weekly 
intervals for two or three doses. In the next treat- 


ments a thin 1 mm. aluminium filter is introduced 
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and full pastille doses administered through this 
for two or three weekly sessions. By this time the 
fungation has generally disappeared. On the next 
irradiation the filter is increased to 1.5 mm. to- 
gether with a few layers of lint between the filter 
and the patient, and full pastille dosage adminis- 
tered as before. The filter is then increased to the 
maximum thickness of 2 mm. and the sessions con- 
tinued as long as necessary at less frequent inter- 
vals. The author claims that the site of the lesion 
is practically without scar after treatment. 
E. Potrer. 


Bruce, W. I.: An X-Ray Detector for the Removal 
of Foreign Bodies in the Tissues. J. Roentg. 
Soc., 1915, xi, 120. 

The author states that his apparatus is a method 
of assisting the surgeon to remove a foreign body, 
the previous localization having been made by any 
of the well-known methods. Marking the precise 
location of a foreign body on the skin is of little as- 
sistance to the surgeon, because at the first incision 
such marks disappear. 

Bruce uses a combination of X-ray couch and 
operating table. The patient is fixed by straps 
attached on both sides. The X-ray tube arranged 
underneath the couch can be moved easily in any 
direction. Above the tube a screen is so fixed that 
the cross-wires which are underneath correspond 
exactly to the central radiation. By moving the 
tube-box about, the foreign body is brought directly 
under the cross-wires. The screen is then removed 
and there is substituted for it a sterilized guide, which 
is placed in the cross arm and pinned in position. 
To this is added a director previously sterilized, the 
director being in the position which corresponds 
exactly to the central radiation from the tube. 
If the line of the director be continued it must come 
against the foreign body. Thus a needle introduced 
into the tissues in this line will strike it. By marking 
the director the surgeon can know the depth at 
which he may expect to meet the foreign body. 
This apparatus has worked excellently in practice. 

E. Porrer. 


Shaxby, J. H.: Localization of Foreign Bodies by 
Means of X-Rays. J. Roentg. Soc., 1915, xi, 
113. 

Owing to errors incident to the employment of 
the usual measures for the localization of foreign 
bodies, Shaxby employs a localization method of 
his own which he describes in detail. This method 
is one of perpendicular, as contrasted with parallel, 
displacement. Two skiagraphs are taken from dis- 
tinctly different directions. In essence his method 
consists of a movement of the patient through a 
measured distance along a line perpendicular to 
the plane of the plate. In practice this would 
inevitably lead to some change of the patient’s 
position, so the procedure actually followed is to 
displace both tube and plate by equal distances in 
the specified directions, thus keeping constant their 


distance apart. Examples of the method with 
various modifications to suit different conditions 
are given. E. Porter. 


Krénig, B.: Prevention of Injurious By-Effects in 
the Treatment of Deep-seated Carcinomata 
with Radium and Mesothorium (Zur Ver- 
hiitung von Nebenschidigungen bei der Behand- 
lung tiefliegender und tiefgreifender Karzinoma 
mit Radium und Mesothorium). Deutsche med. 
Wchnschr., 1915, xli, 1186. 


From the author’s experience with these two 
agents in the treatment of carcinoma he comes 
to the conclusion that the injurious by-effects are 
caused chiefly by overdosage. Some authors have 
thought that this could be overcome by using only 
small quantities of the radium or mesothorium, 
but this is not the case; more injury can be produced 
by a small amount if too long applied, than by a 
large amount if properly applied. 

The late effects of radium and mesothorium ap- 
pear after a much longer time than those of the 
réntgen rays, generally not till after 8 or 10 weeks, 
so there is more danger in having the treatments 
= together and thus getting a cumulative late 
effect. 

Another way of avoiding injurious effects is to 
use auxiliary filters to exclude the secondary rays 
produced by the metal filters, The nature of the 
metal filter does not make so much difference. 
Brass does not have that superiority over lead, 
copper, nickel, or gold that its early advocates 
claimed for it. Others have claimed that the by- 
effects were due to the fact that radium and meso- 
thorium do not have any elective effect on patholog- 
ical tissue, and thus in order to destroy deep-seated 
carcinoma it was necessary to injure the overlying 
tissues. This is disproved by the fact that carcino- 
ma nodules have frequently been destroyed by these 
agents without injuring the overlying skin, and tu- 
mors of the uterus and ovary have been successfully 
treated without injuring the intervening tissues. 
These agents have as great and possibly greater 
selective action than réntgen rays. 

A series of cases is described, and the author 
states in conclusion that he has never had reason 
to regret having treated operable cases of carcinoma 
with radium and mesothorium instead of surgery. 
A comparsion of the results with those of surgery, 
he claims, shows a balance in favor of radiotherapy. 

A. Goss. 


SURGICAL DIAGNOSIS 


Wissing, O.: Meiostagmin Reaction in Malignant 
Tumors (Zur Meiostagminreaktion bei bésartigen 
Geschwiilsten). Berl. klin. Wchnschr., 1915, lii, 998. 


Wissing discusses the meiostagmin reaction pro- 
posed by Ascoli and further developed by Izar, 
and gives a bibliography of the work done on the 
subject. He tested the reaction in 500 cases of 
malignant and non-malignant disease and found it 
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positive in 84 per cent of the malignant cases. It 
is also positive in a number of other conditions. 
It is positive in fever, but disappears soon after the 
fever declines. It is also positive in the later months 
of pregnancy, in uncompensated heart-disease, in 
cirrhosis of the liver and icterus gravis, in some 
advanced cases of pulmonary tuberculosis, in some 
of severe diabetes mellitus, of chronic rheumatic 
polyarthritis, and of severe chronic nephritis and 
uremia. But it will be noted that none of these are 
conditions that are apt to be confused with malig- 
nancy, with the possible exception of icterus. This 
gives a positive reaction whether it is due to chole- 
lithiasis or cancer, but in the former condition it 
disappears with the cholemia, while in cancer it 
persists. 

The reaction is negative in all the diseases that 
are apt to be confused with cancer, such as benign 
tumors, ulcer of the stomach, chronic gastritis, 
enteritis, and chronic colitis, surgical tuberculosis 
(if non-febrile), chronic inflammations of the female 
genitalia, and syphilis. Thus, though the meio- 
stagmin reaction is not really specific it will cer- 
tainly contribute to a differential diagnosis in many 
cases where the usual clinical methods do not. 
It becomes manifest very early in the development 
of a malignant tumor, as has been shown, not only 
by positive results in early cases where the tumor 
was the size of a cherry to that of a walnut, but by 
animal experiments performed by Ischiwara. He 
inoculated rats with malignant tumors, and got a 
positive reaction twenty days after the implanta- 
tion. A. Goss. 


MILITARY SURGERY 


Birger, L.: Fat Embolism in Military Surgery 
(Die Bedeutung der Fettembolie fiir den Kriegs- 
chirurgen). Med. Klin., Berl., 1915, xi, 996. 


Biirger thinks that too little attention has been 
paid to fat embolism in surgery. It is frequently 
the cause of death when it has not been recognized 
at all. Fat emboli may cause emphysema, pneu- 
monic foci, heart weakness, arteriosclerosis, and 
nervous diseases, and may, moreover, afford a point 
of least resistance for the development of bacteria. 
Fat embolism may occur either in the lungs or in 
the organs of the greatercirculation. Its diagnosis 
is quite difficult and in Biirger’s cases was never 
made during life. The fact that it is so difficult 
of diagnosis makes it doubly important to bear it in 
mind and take all possible measures to prevent it in 
cases where it is apt to occur, especially in cases of 
multiple fracture or severe wounds, or in patients 
subjected to severe concussion by being run over 
by vehicles, thrown from horses, or hurled by ex- 
plosions. In such cases immediate application of 
an Esmarch bandage will prevent further destruc- 
tion of fat tissue by the blood and also prevent 
further transportation of that already broken up. 
Even Momburg constriction at the waist line is 
justifiable in cases of crushing injury of the pelvis. 
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Animal experiments have shown that fat that 
has already become disintegrated is sometimes 
fixed by the coagulation of the blood and thus 
embolism is prevented. The constricting band 
should not be left on more than half an hour. It 
may be possible to drain away loose fat particles 
by venesection before the bandage is removed, but 
Biirger is not inclined to think this is necessary. 
Some authors advise injection of gelatine to hasten 
coagulation, but he thinks this may favor the 
development of thrombosis. 

It is very important not to attempt to transport 
patients who are in danger of fat embolism. They 
should be left perfectly quiet. The crushed soft 
parts should be thoroughly drained. If it is neces- 
sary to amputate crushed limbs it should be done 
at once, as delay increases the danger of fat embol- 
ism. Delirium should be prevented or checked to 
avoid the violent motion it brings about. The 
harmful effect of chloroform is increased by fat 
embolism, so it should not be used as an anesthetic 
in such cases. The treatment of fat embolism is 
regarded by most surgeons as hopeless, but Biirger 
thinks life may often be saved by prompt diagnosis, 
opening up the injured bone and tamponing it. 
Venesection relieves the heart and is advisable for 
this purpose. Saline infusion has been advocated 
by Gaugele and others, but Biirger thinks it is 
contra-indicated, because it imposes more work on 
the right heart. He believes that stimulation of 
the heart is useful, and that the danger, feared by 
some, of driving the embolism from the lungs into 
the greater circulation, is slight. The onward pas- 
sage of the embolism, he thinks, is due rather to the 
nature of the fat and the condition of the capillaries 
of the lungs. 

Because of the danger of oedema of the lungs and 
venous stasis in the other organs it is useful to divert 
fluid to the intestines by means of calomel. If 
symptoms of pressure on the brain from venous 
stasis develop, leeches applied to the mastoid process 
may assist in diverting the fluid. Lumbar punc- 
ture is useful both in diagnosis and treatment, but 
care must be taken to remove the fluid slowly and 
to keep a constant watch on the pressure. 

Recovery from fat embolism requires a much 
longer time than from the same injury without 
embolism. The patient is apt to complain for a 
long time of weakness, dizziness, rapid fatigue, 
heart disturbance, or depression. Some of these 
symptoms may be relieved by repeated lumbar 
puncture, supplemented by physical methods of 
treatment, such as hot air, sun-baths, and general 
hygienic care, especially the avoidance of either 
physical or mental overexertion. A. Goss. 


Bier, A.: War Aneurisms (Uber Kriegsaneurysmen). 
Zischr. f. drztl. Fortbild., 1915, xii, 481. 


Within the past two months Bier has performed 
44 operations for aneurism on 43 patients. The 


time that had elapsed since the injury varied from 
eight days to three months. 


The walls of the sacs 
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were not formed by the walls of the artery, but by 
fascia, muscle, and clotted blood. They varied in 
size, the largest being the size of a child’s head. The 
arterial aneurisms were larger than the arteriovenous 
ones and caused more severe symptoms. Most 
of the aneurisms were caused by rifle bullets, very 
few of them by shrapnel or grenades. In 14 of the 
cases the arteries were ligated above and below the 
aneurism and the injured piece of artery removed. 
This is not the operation of choice, but it was per- 
formed in these cases either because the arteries were 
so small that their ligation could not cause any seri- 
ous interference with circulation; because a collateral 
circulation was already established; or because the 
wounds were severely infected and the arteries 
could not be safely sutured. 

Bier does not extirpate the sac, as was formerly 
done, because he thinks this sacrifices too many 
collateral branches. He finds the hole in the artery 
and ligates immediately above and below it so as 
to spare all branches. The wall of the artery, as 
mentioned before, does not form the wall of the sac. 
In the other 30 cases the arteries were sutured. The 
circulation should always be cut off with a bandage 
or rubber tube before the operation is performed. 
Otherwise the profuse bleeding will interfere 
seriously with the necessary dissection of the ar- 
tery. Some authors hold that it is difficult to find 
the artery if the circulation is cut off. In such 
cases the artery might be located first and the band- 
age applied during the dissection and suture of 
the artery. 

In 15 of the cases a lateral suture of the artery 
was all that was necessary; in 12 the two ends were 
directly united by circular suture, and in 3 a piece 
of saphenous vein was inserted. Lateral suture 
should be performed when possible. 

In one of Bier’s cases he did a lateral suture when 
the artery was so severely injured that its lumen was 
reduced one half, but in spite of that the patient 
recovered without the slightest ill-effect. Where 
circular suture is necessary he first applies two but- 
ton sutures on opposite sides of the vessel, placing 
intima in contact with intima. An assistant holds 
the threads attached to these sutures, and thus 
holds the vessel in such a position that intima lies 
in contact with intima. ‘Then the operator runs 
a continuous suture from one of these points to the 
other, and then around the other side. 

He has not had good effects with vein traasplan- 
tation and thinks that it is indicated in very few 
cases. The arteries can be sutured together cir- 
cularly when there are quite wide gaps in their con- 
tinuity—as much as6cm. In cases where the gaps 
are longer than 6 cm. a collateral circulation is gen- 
erally established, so that ligation can be performed 
safely. Operation on arteriovenous aneurisms is 
more difficult than on arterial ones. It demands 
extremely careful separation of the artery and vein. 
It is better to do the separation, particularly near 
the opening between the vessels, with a knife than 
with a blunt instrument, as less damage is done to 
the tissues. 


Bier believes that vessel suture will be extended 
in the treatment of aneurisms to cover practically 
all cases, except the severely infected ones. It 
demands more skill on the part of the surgeon than 
other methods, but the results are correspondingly 
better. Among his 43 patients there were only 2 
deaths, one from infection in the case of a severely 
infected wound, and the other from thrombosis 
of the innominate artery in a case where the carotid 
was ligated near its junction with the innominate. 
All the others have either recovered or are on the 
way to recovery. A. Goss. 


Carles, J. and Charrier, A.: General Anesthesia 
with Ethyl Chloride in Military Surgery 
(L’anesthésie générale au chlorure d éthyle et la 
chirurgie de guerre). Prog. méd., 1915, xlii, 478. 


The authors find that ethyl chloride anesthesia 
is quite as valuable in operations of forty-five 
minutes’ duration as in those of five minutes’, though 
it has ordinarily been used heretofore only in very 
short operations. It is particularly valuable in mili- 
tary surgery because of the saving of time. It only 
takes from a few seconds to two minutes for the 
patient to become anaesthetized, and about the same 
time for him to awake from the anesthetic. The 
toxic action is very slight; there is seldom vomiting 
and if any it is much milder than after chloroform 
or ether; albuminuria seldom follows, and if it 
does it is slight indegree. This makes it particularly 
valuable in cases of shock, feeble pulse, etc. They 
have used this form of anesthesia in 200 of 700 
cases operated upon during the past five months. 
In administering it several cubic centimeters should 
be given at first to obtain complete anasthesia; 
after that about 0.5 ccm. every three or four minutes. 
The three or four respirations of pure air when the 
mask is raised to give the ethyl chloride are generally 
sufficient to prevent asphyxia. There is no danger 
of heart failure, as with chloroform, and in the rare 
cases where there is difficulty in respiration a few 
movements of artificial respiration generally restore 
the patient. 

Though analgesia is perfect the relaxation of the 
muscle is not so complete as with ether or chloroform 
so that the latter anesthetics are still to be preferred 
for long and delicate abdominal operations, but in 
others ethyl chloride could be substituted with 
advantage. A. Goss. 


Duncan, C. H.: A Positive Method of Curing Puru- 
lent Infection; an Appeal to the Army Surgeon. 
Interst. M. J., 1915, xxii, 996. 


By selected case reports illustrating the methods 
of application the author makes a plea for the 
more universal use of his method of “autotherapy.” 
Any type of infected wound is suitable for the prac- 
tice of the remedy. Cases apparently moribund 
have been cured and the exact method of use in 
such cases is described in detail. 

The simplest way to administer autotherapy to 
an unconscious patient is to give one-half to one 
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teaspoonful of pus per os. The methods the author 
prefers and recommends are as follows: 

1. Mix 6 minims of pus with 1 ounce of boiled 
water; shake well, and give in three divided doses 
an hour apart. 

2. Mix in a mortar and grind thoroughly to 
minims of pus and 1 ounce of sugar of milk; 20 
gr. of the mixture are given per os every 15 
minutes for three doses, and repeated when indi- 
cated. 

3. One-half dram of pus is mixed with 1 ounce of 
boiled water, thoroughly shaken, and _ filtered 
through a Berkefeld filter; 1 ccm. is injected sub- 
cutaneously. 

4. If one-half dram of pus cannot be obtained, 
10 minims of pus are mixed with 1 ounce of boiled 
water and allowed to stand for 24 hours. The 
mixture is then filtered through a Berkefeld filter 
and 20 minims are injected subcutaneously. The 
indication for repetitions of the dose is a cessation 
of improvement from the preceding dose. To obtain 
the best results close observation of the patient 
is essential. 

The prevention of infection by autotherapy is so 
simple that the author marvels it has not been more 
generally used by the profession. It means simply 
making a solution of the blood and wound discharge 
as collected on the gauze dressing and administering 
it to the patient. The detail of the technique is 
given. A standard equipment for a military hos- 
pital and a method of handling the patients are de- 
scribed. ELuis FIscHEL. 


Morley, J.: Surgery on the Gallipoli Peninsula. 
Brit. M. J., 1915, ii, 461. 

The author describes the difficulties of handling 
the wounded with the Mediterranean Expeditionary 
Force on the Peninsula, as compared to the con- 
ditions which obtain in Flanders with good roads 
and abundant motor transport to the railroad. 
Although the army medical authorities discourage 
surgical enterprise in field ambulances, the speedy 
evacuation of the wounded has not always been 
practicable, so that the clearing station near Lanca- 
shire Landing has been a point for some very interest- 
ing operative work. 

The lacerated wounds are not unlike those seen 
in industrial towns, such as Manchester, except 
that they are caused by different agencies, such 
as bombs, high explosive shells, and shrapnel. 
Treatment of the soiled tissues by antiseptic lotions 
cannot by its mere application insure healing with- 
out suppuration. It has been found therefore that 
nothing short of complete excision of the soiled and 
devitalized tissues can be relied on to secure healing 
by first intention. This local excision of soiled 
tissues is not recommended after the onset of sup- 
puration. When no vital part is involved the 
operation can be made complete, and it should be 
done within two to four hours after the occurrence 
of the injury. If the operation is thus done under 
sound technique, the result will be uniformly 


satisfactory. The usual good results, however, 
may be interfered with when some important 
vessel, nerve, or other organ in the wound prevents 
complete excision. 

The conditions vary widely with the character 
and nature of the wounds so that a uniform tech- 
nique cannot be laid down. Local infiltration with 
eucaine and adrenalin is preferred to general 
anesthesia. The surrounding skin is cleansed and 
dried with spirits, then painted with tincture of 
iodine. The wound is swabbed with the iodine, 
and a clean excision of contused tissues is made, 
due care being exercised to avoid contamination 
of the new wound surface with the parts excised. 
The wound is next swabbed out with hydrogen 
peroxide, closed as far as the local conditions per- 
mit, and drained. Such treatment eliminates 
danger of suppuration and the occurrence of tetanus 
and gas gangrene. The drain should be removed at 
the end of thirty-six to forty-eight -hours. The 
importance of very early operation as a time- 
saving factor in convalescence is emphasized. Men 
have been restored to duty in ten days with their 
wounds soundly healed, who would have remained 
on the sick list from four to six weeks when treated 
by the old granulation method. 

Amputations are performed as early as possible, 
as a rule through healthy uninjured tissues, to in- 
sure primary union. All cases in which amputations 
and major operations are performed are kept at 
the clearing station two to three days after opera- 
tion to see if the healing of the wound is progressing 
favorably. 

Patients in extreme shock are given a dose of 
morphine and a copious saline infusion in the axilla. 
As.a rule, an hour after the saline infusion is the 
best time for operation. The majority of terrible 
injuries succumb to shock in spite of all precau- 
tions. 

The extent of injury to the skull is variable. 
In some cases the entrance and exit orifices are 
unattended with splintering and fissuring of the 
skull. Close shots do much injury to bone and the 
semifluid brain matter. In cases showing clean 
penetration, it is the rule not to trephine but merely 
to shave the scalp and sterilize the wounds of en- 
trance and exit with iodine. The majority of 
such cases die. 

Contrary to the rule in other parts of the body, 
shell and shrapnel wounds of the skull offer a better 
prognosis than rifle and machine gun wounds. 
Shell fragments and shrapnel balls are usually 
attended with low remaining velocity; they are 
prone to cause compound depressed fractures with- 
out laceration to the dura. In such cases early 
operation, complete excision of the contused edges 
of the scalp wound, removal of all depressed and 
soiled fragments of bone by trephining, and the 
use of the gouge forceps comprise the best treat- 
ment. The sequele and complications of such 
cases are not obtainable at a clearing station. 

Penetrating abdominal wounds are divided into: 
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(1) rifle or machine gun wounds with small wounds 
of entrance and exit; (2) penetrating shrapnel or 
shell wounds or rifle bullet wounds with wounds of 
entrance only, or with large wounds of exit. 

1. In wounds of the first category the bullet has 
drilled through intervening viscera, inflicting open- 
ings the size of its own caliber. The redundant 
mucosa of the stomach or intestine, when these are 
empty or partially empty, plugs up the hole until 
plastic lymph adhesions complete the healing pro- 
cess. Given morphine and rest with nothing by 
mouth for the first twenty-four hours, the majority 
of these cases were found to make an uninterrupted 
recovery. The chief exceptions were cases in which 
death was caused by internal haemorrhage. Cases 
occurring under group 1 should not be dealt with 
in the advanced dressing stations close to the 
trenches, but they should be carefully carried by 
hand on stretchers to the main dressing station 
where the best trained assistants may be found. 

2. Shell and shrapnel wounds are attended with 
much laceration of hollow viscera, which is often 
terrible and beyond hope of healing by plastic ad- 
hesions. The prognosis is generally bad. Rents 
of the intestines caused by the smaller shrapnel 
balls offer some hope of recovery, but unless operated 
upon promptly these cases invariably end in peri- 


tonitis. The prognosis is bad in these cases in pro- 
portion to the number of perforations rather than 
the amount of extravasation of fecal contents. 
The author claims that shrapnel and shell frag- 
ment injuries of the colon are the most fatal of all. 
This is not the case with bullet injuries from the 
military rifle-—Reviewer.] The unfavorable en- 
vironment adds to the fatal outcome in many cases, 
but early operation affords the only chance of sav- 
ing of life. A few thus treated have recovered 
who would otherwise have died. In nearly all of 
the fatal cases the nature of the injuries were dis- 
closed at operation, so that the prognosis apart 
from surgical help was quite hopeless. 

The class of rifle bullet wounds received at short 
range, with large wounds of exit, as well as long 
range wounds where the bullets are apt to tumble 
and make irregular impacts, may be placed in the 
same category as shell and shrapnel wounds. Such 
cases should be closely observed. If they show 
early signs of peritoneal irritation prompt operative 
interference should be undertaken. The unfavor- 
able field environment makes more imperative the 
necessity of having trained surgeons to do this 
class of work, who are familiar with the technique 
of modern abdominal surgery. 

Louts A. LAGARDE. 


WOUND INFECTIONS AND THEIR TREATMENT’ 
By A. E. WRIGHT 


and those of his fellow-workers in France, 
discusses the questions of wound infections 
and their treatment; i.e., nature of infection, con- 
ditions in the wound, the therapeutic agents em- 
ployed, and the defensive operations of the organism. 


‘Ts author, drawing upon personal researches 


RIFLE WOUNDS TRAVERSING ONLY SOFT PARTS 


Under these circumstances, the track becomes 
plugged with a blood-clot; and later, when the pa- 
tient is moved, oozing takes place. Here there is 
only light microbic implantation in the walls of the 
track. Owing to the hemorrhage, these microbes, 
however, are enveloped in a clot, thus bringing to 
bear on them the full bactericidal power of the 
extravasated blood. Further, the oozing that 
takes place is not blood, but serum expelled by 
the vis a tergo of blood pouring into the upper 
reaches of the wound, which blood acts as a rein- 
forcement in protective elements; i.e., red and white 
corpuscles. The outflowing serum also tends to 
wash out the microbes from the wound. An experi- 
ment is described in detail, demonstrating this same 
point. If, however, the microbes are not killed, 
the oozing soon changes to a purulent condition, the 
clot disintegrates and there is a surface infection all 
along the track. 


RIFLE WOUNDS WITH COMMINUTED BONE 


In this condition, the charge of microbes is 
sowed far and wide through tissues whose circula- 


tion is so disorganized that a washing out of the 
microbes is impossible. Likewise, the outflow of 
lymph is arrested by the desiccation of the external 
wound surfaces, and the wound becomes lymph- 
bound, external after-infection being easily acquired. 


SEVERE SHRAPNEL, SHELL, AND BOMB WOUNDS 


In comparison to bullet wounds, there is pro- 
portionally more bruising, larger portions of infected 
materials being carried in, and a heavier microbial 
implantation. 

In this condition, the disorganization and shut- 
ting off of blood supply results where the wound is 
allowed to desiccate in dry gangrene; a line of de- 
marcation slowly forms, provided the infection fails 
to spread through the underlying tissues and the 
tetanus bacillus remains inactive. Following this, 
the gangrenous layer is exfoliated and there remains 
a surface infection. 

If the wound is kept moist, however, moist gan- 
grene supervenes, necrotic tissues are converted into 
sloughs, and there is a more profuse suppuration. 


SLIGHTER WOUNDS OF SHRAPNEL AND SHELL 


These are comparatively superficial wounds, with 
the bacteria implanted into their floor and sides 
over a considerable area. These microbes are not 
washed out by marked hemorrhage but are implant- 
ed in the lymph in the lymph-spaces. This lymph, 
being under capillary pressure, merely oozes out 
and forms a stagnant culture-medium for the in- 
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fection. Its antibacterial power is soon exhausted 
and is not readily renewed, as in hemorrhage. 
Again, the leucocytes, coming slowly into the in- 
jury zone and being unable to actively attack the 
infection, choke up the surrounding tissues, form- 
ing an area of induration. Thus the infection be- 
comes imprisoned and, upon spreading, forms a 
cellulitis or gas gangrene; if it breaks through the 
surface, as so often happens, the ordinary in- 
fected wound occurs. This sequence always takes 
place whenever lymph-spaces are infected, or the 
wound becomes sealed with lymph (lymph-bound). 


NATURE OF MICROBIC INFECTION IN 


The infection of wounds consists of: 

1. Serophytes, which live and multiply in the 
serum. 

2. Serosaprophytes, which develop in the blood 
only after its antitryptic property is exhausted. 
(This antitryptic property is the ability of the blood 
to inhibit bacterial digestion of the blood albumins 
to form a suitable pabulum.) 

3. Secondary serophytes, which can only live 
in the serum after a heavy implantation. 

In the first group are the streptococcus and staphy- 
lococcus. The former is found as a lancet-shaped 
diplococcus bent into an angle. On agar, the 
colonies are more opaque, larger, and less sharply 
defined than those of the classical streptococcus; 
the most marked characteristic being the freedom of 
growth in normal serum, a moderate implantation 
becoming visible within three to five hours. The 
author believes this to be the enterococcus of the 
French and that it is of fecal origin, having repeated- 
ly isolated it from the feces. The staphylococcus, 
being so widely distributed and having such pro- 
nounced serophytic properties, is bound to appear 
in nearly all wounds. 

In the second group belong those microbes com- 
monly found in suppurations. 

In the third group are found the bacillus per- 
fringens (welch), bacillus pyocyaneus, and bacillus 
proteus. ‘The first also has a fecal origin, but only 
survives in wounds after a heavy implantation; 
therefore, if the blood fluids and leucocytes can be 
brought to bear on this bacillus, little is to be feared 
from it. 

A detailed description is given in the original of 
the various methods used for making cultures in 
serum. 


WOUNDS 


RESPONSES OF THE WOUNDED TO INFECTION AND 
BLOOD CHANGES INDUCED BY AUTO-INOCULATION 

Emphasis is put on the fact that it is the changes 
taking place in the blood stream, and the reaction 
to the infection with a systemic immunizing re- 
sponse, that influence the course of the infection; 
the surgeon plays merely a secondary part either 
helping or hindering nature. Data were furnished 
by the following: 

1. Measurements of the antitryptic power of the 
serum. This power serves as a check on all micro- 
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bic growth; when lost, the complementing, opsonic, 
bactericidal, and coagulating powers of the blood 
also disappear. With serosaproyhytes it prevents 
growth, with imperfect serophytes it inhibits 
growth, and its strength determines the strength 
of growth of the serophytes proper. Therefore, 
an increase of this power would operate as a non- 
specific factor in immunization; and in a previous 
lecture Wright has shown that 24 to 36 hours after 
infliction of the wound, the antitryptic index has 
risen far above the normal level. This likewise 
followed to some extent after inoculation with 
typhoid, streptococcus and staphylococcus vaccines; 
it would also explain certain unexpected therapeutic 
effects lying outside the range of the particular 
vaccine employed. 

2. Pyo-seroculture. The method of making 
these pyo-cultures is described in detail. The value 
of this procedure lies in the fact that it reveals to 
what point the blood fluids of the patient, would, 
without aid from the leucocytes, be capable of 
protecting themselves against a microbic implan- 
tation, especially of microbes from the wound; 
in other words, a forecast of the future of the 
wound. 

An increase of microbes in the pyo-culture indi- 
cates an unsatisfactory wound condition, due 
either to a defective immunizing response or to 
poor drainage. On the other hand, if the microbes 
definitely fail to grow in the culture, it shows that 
the patient is making a good immunizing response 
and the prognosis is favorable. 

3. Measurements of the opsonic power of the serum. 
Changes in the serum, gradually rendering it a 
more uncongenial culture medium for microbial 
growth, have their counter part in changes rendering 
the microbes an easier prey for phagocytes. All 
displacements or movement of the wound, no matter 
how slight, operate as auto-inoculations and are 
followed by classical negative and positive phases 
in the serum changes. 

4. A study of the emigration response of the 
leucocytes. Experiments to date show that in 
those who have made an immunizing response to 
the infection or inoculation of vaccines, there is 
an emigration response of the leucocytes strikingly 
greater than of normal man. 

5. A study of the bactericidal power of the whole 
blood was arrived at by implanting streptococci in 
blood-clots. 

Wright first discusses former experiments in 
which the blood failed to destroy the streptococcus 
implantations, contrary to therapeutic and clinical 
data. A flaw in the technique was to blame. 

It was then assumed that if the implantation was 
made into the serum of the blood-clot, the leucocytes 
would be unable to attack the microbes and the 
implantation would grow. On the other hand, if 
the implantation was made directly into the part 
of the clot which consists of corpuscles, the leuco- 
cytes could attack the microbes and kill them off. 

A very interesting experiment, following this 
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theory, is described in detail, and bears out these 
assumptions. Streptococci implanted into the solid 
part of the clot were destroyed, while if implanted 
in the fluid part (serum) they developed. There- 
fore, the most favorable arrangement of the blood 
for combating streptococci infection is the “agatho- 
trophic” arrangement, i.e., the leucocytes in the 
front rank, with the blood fluids behind; the least 
favorable being ‘‘cacotorophic,” i.e., the blood 
fluids in front with the leucocytes behind. 


THE TREATMENT OF MICROBIAL INFECTIONS OF 
WOUNDS 

1. Treatment. 

Today, we ask of antiseptics two testimonials: 
(a) their bacterial efficacy in albuminous fluids, 
and (b) their penetrating power. 

(a) Under ordinary circumstances, it is practically 
impossible to sterilize pus from foul, suppurating 
wounds by any ordinary antiseptic. This may be 
arrived at by mixing an amount of antiseptic with 
about the same amount of pus; islands of pus will 
form, intersected by channels of antiseptic. Exces- 
sive dilution of the pus obviates this. 

(b) Penetrating power, implying diffusion into or 
through, is governed mainly by the concentration 
of the disbursing fluid and the receptivity of the 
recipient. In the usual antiseptics, we have agents 
which, owing to their toxicity or escharotic proper- 
ties, must be used in high dilutions; the recipient, 
on the other hand, a thick, highly concentrated 
fluid; hence, conditions are practically hopeless 
for the penetration of the antiseptic. This is illus- 
trated by superposing, on infected blood, carbolic 
acid of various strengths, with no seeming effect on 
the microbes in the clot. 

These points are discussed, especial attention 
being directed to those who know a priori that 
antiseptics must be useful in wounds, having been 
taught by the antiquated laboratory experiments 
which did not take into account the above two points. 

Wright emphatically states that neither he nor 
any of his coworkers have seen a single infected 
wound favorably influenced by antiseptics. As for 
those unfavorable reports of competent men, 
Wright considers the menstruum used and incidental 
circumstances largely responsible. On the other 
hand, strong antiseptics by coagulating the sur- 
face albumin of the wound, and thus imprisoning 
the infection, work decided harm. Concerning 
the application of antiseptics to the skin around the 
wound, in the majority of cases this causes the for- 
mation of blebs, which offer ideal culture media for 
serophytic microbes (streptococcus and staphylo- 
coccus). 

Antiseptics that are specifically bacteriotropic 
concentrate their chemical energy directly on the 
microbe, and to this group belong salvarsan and 
optoquin (ethyl hydrocuprein). From some few 
experiments it would seem that these kill off the 
streptococci growing in serum, especially optoquin 
which acts in very high dilutions. 


2. Treatment by surgical procedures. 

(a) Ablation of heavily infected and infiltrated 
wound lining. H. M. W. Gray has demonstrated 
by a long series of cases that this ablation followed 
by thorough cleansing and immediate suture will, 
in suitable cases, abort wound infection. It is 
especially applicable to those “gouged out” and 
“‘punched-in”’ wounds of the soft tissues. But what 
amount and kind of infection can be allowed to 
remain is an undecided question. 

(b) Secondary suture of wounds. The success 
or failure of this procedure depends largely on the 
condition of the surfaces to be sutured and the 
number of microbes on those surfaces. With few 
microbes and a profusion of leucocytes success may 
be looked for, and vice versa. 

In regard to the first point, if the lymph-spaces 
communicate freely and are filled with a clear fluid, 
the infection is purely a surface one. As regards 
the leucocytes, microscopical slides are prepared 
from the surfaces and the number and condition of 
the leucocytes directly observed. 

In the suturing, the wound should be only par- 
tially closed or ‘‘bridged”’ by deep sutures that are 
to be withdrawn as early as possible. The inter- 
spaces should be further irrigated and drained. 

3. Treatment by phylacagogic methods. 

These methods consist in the application of heat, 
electricity, various chemical agents, sunlight, vac- 
cines, and saline solutions. Wright confines his 
discussion, however, to strong (hypertonic) and 
weak (physiological) salt solutions. 


PHYSICAL AND PHYSIOLOGICAL ACTION OF HYPER- 
TONIC SALT SOLUTIONS 


Physical action. Wright explains in this sec- 
tion, by means of several experiments fully de- 
scribed, the power of pure salt or a heavy salt 
solution to stimulate the processes of diffusion and 
infusion. Likewise, the power of this salt to ab- 
stract fluids from gelatinous media in the ratio of 
very many volumes of fluid abstracted or diffused 
for one of salt lost or infused. This result is the 
foundation of the use of hypertonic salt solution in 
infected wounds. The fallacy that the fluid ab- 
stracted by this solution from the tissues is non- 
albuminous, on account of passing through an 
animal membrane, is exploded upon boiling the 
fluid drawn by a cube of salt from a tube of blood- 
agar and obtaining a heavy albuminous precipitate. 

Another point demonstrated by experiment is 
the ability of the salt to diffuse through all the fluids 
of the wound, thus reaching its uttermost confines; 
the salt in the lower reaches of the wound attaining 
the highest concentration and thus acting as a 
lymphogogue, promoting the flow of lymph and 
thus mechanically washing out the infection. 

Physiological action. Strong salt solutions, 
about 5 per cent, acting on a medium containing 
leucocytes, i.e., pus and blood, will promote auto- 
indigestion of the leucocytes and provide a nutrient 
substratum which will, however, favor the growth 
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of microbes when the excess of salt is removed. 
An experiment is given demonstrating the different 
action of strong and physiological salt solutions on 
the leucocytes of a clot. With strong solutions, the 
leucocytes retreat and allow the fluid elements to 
come to the front. This would give rise to a strong 
serous outflow, thus arresting all suppurative process. 

The effect on the wound condition and the micro- 
bic infection is the result of the physical and physio- 
logical effects, together with the direct action on the 
microbes. Concerning this latter point, it has been 
demonstrated that diluted 5 per cent salt solutions 
will absolutely prevent any bacterial growth in the 
wound. In sloughing of indurated wounds, this 
power of autodigestion and lymph-flow stimulant 
results in a loosening of the sloughs, dispersion of 
the induration, and consequent freedom from pus; 
the lymph-spaces show microscopically an absence 
of leucocytes or bacteria. 

The blood elements are now in a ‘‘cacotropic” 
arrangement which renders the wound .extremely 
susceptible to further microbial infection. To 
prevent this, the blood elements are reversed and 
arranged in the “‘agathotrophic”? manner, by sub- 
stituting for the 5 per cent solution the physiologi- 
cal, or 85 per cent solution. 

Effect of physiological salt solution. By experi- 
ment it has been shown that this solution brings 
the leucocytes to the surface by chemotaxis, and 
especially the polynuclear cells; within a few hours 
the clean wound begins to clothe itself with a gray 
film of leucocytes. 

The surface of the wound is a very unsuitable 
media for leucocytes which begin to die if allowed 
to remain exposed, and thus provide the microbes 
with eminently favorable culture media. To pre- 
vent this, immediate approximation of the wound 
surfaces is necessary, i.e., secondary suture as soon 
as the leucocytes are apparent on the clean surface. 

4. Treatment by vaccines. 

This treatment is very intimately linked up with 
phylacagogic methods of treatment in order to 
stimulate a general emigration response of leuco- 
cytes (which have responded locally to the salt 
solution). These vaccines should contain the 
microbes least easily killed by the protective 
elements of the blood, i.e., streptococci, staphylo- 
cocci, and bacillus welchi. 

The first favorable time for vaccine use is im- 
mediately after the wound is received. A second 
favorable time is at the beginning of the spread of 
the infection, particularly in streptococci infections, 
such as erysipelas, cellulitis, or gas emphysema. 
A third time is when secondary suture is indicated. 

Wright admits that statistical data along these 
lines is not as trustworthy as that, for instance, in 
typhoid inoculations, owing to extraneous circum- 
stances that may very probably affect the course 
of the infections; but there is, however, all that an 
exacting mind could require in the way of inferential 
evidence of the value of immunizing response in 
wound infections. 
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SCHEME FOR PHYLACAGOGIC TREATMENT OF WOUND 
INFECTIONS 


This section deals with the treatment as applied 
solely to military surgery. 

Treatment in the first-aid post. Here, hemor- 
rhage is arrested, the wound cleaned, and splints 
applied. Also a prophylactic injection of ‘“anti- 
gangrene vaccine” containing streptococcus, staphy- 
lococcus, and welch bacillus, is! given. No ap- 
paratus is required beyond the usual outfit. 

Treatment in the field ambulance. In addition 
to the usual duties of cleansing the wounds and ap- 
plying clean dressings, simple operations for re- 
moval of foreign matter and providing drainage 
should be instituted. In the latter procedure should 
be included the application of hypertonic salt solu- 
tions, both by syringing and packs. Inordinary pain- 
ful wounds, 5 per cent salt solutions are to be used; 
in the sloughing wounds not over 10 per cent, and 
the skin edges must be protected by vaseline. If 
the discharges are confined in the bandages the 
addition of 5 per cent sodium citrate will prevent 
coagulation. 

Treatment at casualty clearing stations. Be- 
sides the more extensive operations, the efforts 
of these hospitals should be directed toward re- 
gaining the ground lost upon the journey; i.e., 
dispersion of induration and freeing of lymph-bound 
wounds. 

Treatment at base hospitals. Operations here 
consist of those necessary in cases of spreading in- 
fections, i.e., cellulitis and gas gangrene, and those 
requiring special operative skill or apparatus. Here 
the hypertonic and normal salt solutions should be 
used as previously indicated; this in turn to be fol- 
lowed by secondary suture. 

. Treatment of infections in unopened joints and 
serous cavities. In these cases, the continuous 
irrigation of physiological salt solution is recom- 
mended without the wide opening of the joint or 
cavity, except to provide effective drainage. Full 
antiseptic and aseptic precautions are to be used, 
however, in the handling or the operating of each 
case, even though the use of antiseptics in the 
wound proper be useless. 


CONCLUSIONS 


1. Formerly the essential treatment of infected 
wounds consisted in efficient drainage, antiseptic 
irrigations, and clean dressings. 

2. These ideas have, in the present war at least, 
been found inadequate. 

3. Every wound should be considered infected. 

4. The rules and ideas herein laid down are the 
sum and substance of the newer ideas in the treat- 
ment of wound infections. 

5. To insure success the full program should be 
carried out, not merely portions. 

6. This will require thought, verification, occa- 
sional new departures and a certain degree of ac- 
quaintance with laboratory technique. 

P. M. CHASE. 
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UTERUS 


Clark, J. G.: What Do the Newer Methods of 
Treatment Offer the Patient with Malignant 
— of the Uterus? JN. Y. M. J., 1915, cii, 
485. 

The author discusses the relative merits of the 
various methods of management of malignant dis- 
ease of the uterus in the hands of expert operators 
both in this country and abroad. 

Schauta and Wertheim, Cheron and Duval, and 
the London Radium Institute have treated series 
of cases that indicate that radium may prove of 
positive value in the management of a certain class 
of these cases. This is especially true in inoperable 
cancer. Bumm of Berlin is a stanch advocate of the 
use of X-ray in these cases, and in his opinion a 
method will be devised for its use here without the 
danger of serious burns resulting. He is even in- 
clined to believe this method may supersede the 
use of radium for these cases. The conclusions are: 

1. Up to the present time there is not sufficient 
evidence in favor of radium to justify its use as a 
substitute for surgical measures in operative cases. 

2. Asa forerunner to and following an operation 
it is unquestionably advisable. | 

3. In inoperable cases it should invariably be 
tried, for some apparent cures have resulted and 
in others amelioration of symptoms resulted. 

4. A serious disadvantage in the use of radium 
is that it occasionally produces widespread necrosis, 
leaving vesical and rectal fistula in the wake of its 
destructive action. 

Chemical means for the cure of cancer have so 
far made only a temporary place in the literature. 
The treatment of cancer by cancer extracts and the 
various serums has also proved worse than valueless. 

Percy’s method of using a ‘‘cold cautery” at 
50 to 55° C. may be used with profit in inoperable 
cancer. The author believes where radium is not 
available it is the duty of every surgeon to equip 
himself with this apparatus. 

In conclusion the author says: ‘‘From this re- 
view of the newer therapeutic methods in the treat- 
ment of carcinoma, I feel that we may conclude that 
definite progress has been made, but that as yet no 
genuine panacea has been discovered or even fore- 
cast by reports of the most optimistic champion of the 
various methods considered.”’ C. D. Homes. 


Boldt, H. J.: High vs. Low Degrees of Heat as 
Palliative Treatment for Advanced Cases of 
Cancer of the Uterus. Tr. South. Surg. & Gynec. 
Ass., Cincinnati, 1915, Dec. 


The author claims for the galvanocautery treat- 
ment, first brought to notice and prominence by the 


late Doctor Byrne, of Brooklyn, N. Y., that it gives 
more satisfactory results in advanced cases of cancer 
of the uterus than any other method of treatment 
with which he is acquainted. 

Radium and X-ray treatments, even with the 
newer methods, have not been satisfactory. The 
intravenous injections, or the intramuscular injec- 
tions of various medicaments recommended for 
experimentation from time to time, and from which 
improvement or even cures have been reported, 
have not, in his hands, had any discernible good 
effect. 

Galvanocautery treatment has stood the test of 
time, and it is proved by clinical experience that 
patients properly treated thereby live longer and 
are freer from distressing symptoms. It, too, is a 
comparatively safe therapeutic agent, when used 
in suitable cases; that is, for patients in whom the 
disease has not already advanced too far, so that 
the bladder and rectum would probably not be in- 
jured by a thorough application. Percy’s claim that 
the application of lower degrees of heat, so low that 
carbonization of the tissues is not caused and applied 
for a much longer time, have a deeper destructive 
influence appealed to the profession, and Boldt 
gave it a thorough test for two years, although in 
no cases did he see a superior clinical advantage. 

Recently it was shown to Boldt to be a fallacy, 
by an autopsy and a careful study of the tissues from 
a woman who had died eight days subsequent to 
the heat application for two and a half hours, ac- 
cording to the rules laid down by Percy. Here it 
was illustrated that directly beyond the cauterized 
zone there were actively proliferating cancer-cells. 
Percy’s experimentation was done on dead tissues 
(beef), and the destructive action did not penetrate 
beyond the superficial structure. 

Boldt believes, therefore, that he has proved be- 
yond a doubt that the application of heat so low as 
not to char the tissues, though the desiccation 
method be used precisely according to the directions 
of Percy, is of no more value in hindering cell- 
growth in the depth of the tissues than high degrees 
of heat, as were formerly and are now again used by 
him. The technique advocated by Boldt has more- 
over the advantage of being able to do the cauter- 
izing in from twenty to thirty minutes, and he be- 
lieves that the destruction of tissue is carried deeper, 
only a shell of the cervico-uterine structures being 
left. The degree of heat employed by Boldt is 
much higher than that which was advocated by 
Byrne. While the electrode was at a cherry-red 
heat when applied to the tissues by Byrne, this heat 
was soon diminished; but Boldt turns on more cur- 
rent to keep it at that degree while it remains in 
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contact with the tissue, and when, in his opinion, 
a fairly thick layer of carbonized structure has been 
produced, more current is turned on to raise the 
heat of the dome electrode to a light red. The 
electrode must be taken off to make frequent 
examinations during the process, to determine 
how much tissue has been burned out, and to burn 
off the carbon accumulated upon the electrode. 

Percy deserves much credit for calling attention 
to the desirability of opening the abdomen so that 
the vaginal operator’s work may be controlled by 
the hand of a competent assistant, which is even 
more important when high degrees are used than 
when the Percy technique is employed. The 
cauterization should never be done without the 
employment of a cooling speculum; and the im- 
provement that Percy has made on the cooling 
specula devised by Boldt is also advantageous, par- 
ticularly in the case of spacious vagine. 

It requires from one to two weeks for the car- 
bonization eschar to be thrown off, and then there 
is slight sanguinous oozing, which may be controlled 
by the use of acetone, used as advised by Gellhorn, 
or a strip of styptic gauze may be packed into the 
cavity. But what is still better is to resort to the 
desiccation process by the low heat method. With 
this method it is not necessary to use the heat more 
than twenty to thirty minutes, and no carboniza- 
tion must be caused; but one must be careful not to 
use too much pressure with the electrode, since, if 
the first treatment has been properly done, only a 
shell of cervico-uterine structure is left. An open- 
ing of the abdomen is not necessary for the second 
cauterization, or rather desiccation. 

For additional after-treatment the use of radium 
is desirable since there is no doubt that it is of benefit 
in some cases of cancer. A capsule containing 75 
milligrams may be placed in the cavity and held by 
a gauze tampon from twenty-four to forty-eight 
hours. This is to be repeated once a week for 
several weeks. 

No patient, after the cautery operation has been 
done, should be permitted to be out of constant 
observation until the carbonized eschar has been 
completely thrown off and danger of a possible 
secondary hemorrhage dismissed. 

The ligating of the internal iliac arteries, as orig- 
inally advised by Pryor, and odphorectomy as a 
preliminary step, is a good procedure. Boldt has 
been able to verify the claims for the ligation of the 
arteries, made by the late Pryor, in that it lessens 
the bleeding and the discharge in the cases of pa- 
tients with so-called inoperable cancer of the uterus. 


Treber, H.: Results of Radiotherapy of Carcinoma 
of the Uterus and Breast from May, 1911, to 
December, 1914 (Ergebnisse der Aktinotherapie 
bei Karzinomen des Uterus und der Mamma, Mai, 
1911 bis Dezember, 1914). Strahlentherap., 1915, 
vi, 193. 


The author reports his experience in 100 cases 
of carcinoma—84 of the uterus and 16 of the breast 
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—treated with roentgen and mesothorium rays. 
With the roentgen rays he irradiated fields on the 
abdomen and through the vagina, for periods of 2 
to 4 weeks, with hard penetrating rays. On the 
abdomen he filtered with 3 mm. aluminum, 1 mm. 
hard rubber, and 2 to 4 layers of buckskin; in the 
vagina 1 to 3 mm. aluminum. For his meso- 
thorium technique he used 50 to 60 mg. mesothor- 
ium. He gave series of treatments 3 to 4 days 
apart, leaving the mesothorium in place 1 to 24 
hours. He gave these doses every two weeks, and 
in the intervals gave intravenous injections of 
enzytol and barium-radium-selenium. 

Of 25 cases of carcinomata of the uterus that had 
had radical operation 1o had recurrence; of these 4 
died and 2 withdrew from treatment. The remain- 
ing 13 are free from recurrence so far. Of 16 carcino- 
mata of the breast, almost all of which were oper- 
able, 15 remained free from recurrence after radio- 
therapy, one of them dying of pneumonia; 11 had 
recurrence. Of 59 inoperable cases of carcinoma of 
the uterus, some of them treated with mesothorium 
and some with roentgen rays, 14 were cured, that 
is, no carcinoma could be demonstrated clinically; 
15 died, 5 withdrew from treatment, 5 grew worse, 
and the remaining 20 were most of them markedly 
improved. Of 100 carcinoma patients not less than 
32 seem to be cured at present. A. Goss. 


Geist, S. H.: Essential Uterine Hzmorrhage. 
Surg., Gynec. & Obst., 1915, XXxi, 454. 


Experimentally it has been demonstrated that the 
ovaries possess a secretory activity and that the 
secretion or secretions are essential for the proper 
development of the genital system and for the proper ' 
function of these organs. Transplantation ex- 
periments have shown that normal menstruation is 
dependent on this ovarian activity. Just which 
glandular structure, i.e., follicle, corpus luteum, 
or interstitial gland, is more important cannot 
yet be determined. The weight of evidence seems 
to point to either follicle or corpus luteum or both. 

Pathological hemorrhage, as in those cases oc- 
curring without gross lesion either neoplastic or in- 
flammatory, is probably dependent on some func- 
tional disturbance of the ovary. Many writers 
have described histological lesions in the uterine 
structure or in the ovaries which they believe to 
be the cause of the condition. 

Twenty-five uteri from cases of so-called “fibrosis 
uteri” (eighteen with the adnexa) were carefully 
studied to ascertain if there were any histological 
lesions constantly found. The changes in the meso- 
metrium and blood-vessels were not constant; they 
appeared as an increase in fibrous tissue and a scle- 
rotic condition of the vessels, but these same con- 
ditions were found in the controls who had borne 
children. All the histological variations could be 
attributed to pregnancy and its subsequent traumata 
and involutions. The endometrium shows a con- 


stant picture, that of a marked thickening with 
tortuosity of the glands resembling the premenstrual 
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phase of the mucosa and with cystic dilatation of 
some of the glands and oedema of the stroma cells. 
This is not considered the cause of the bleeding but 
the result of the same stimulus, probably ovarian, 
that initiates the pathological hemorrhage. 

The examination of the ovaries shows no distinct 
lesion but the histological picture does not seem to 
be one of hyperactivity. This type of bleeding is 
considered to be due to an abnormal ovarian func- 
tion, whether of the follicle, or of the corpus luteum, 
or both cannot be determined. The idea that just 
such conditions can be due to a disturbed balance 
in the function of any one or all the glands of the 
endocrinous system is entertained. 

Treatment, it is hinted at, will be along the lines of 
opotherapy when the etiology can be clinically 
differentiated. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Mayer, A.: Operative Treatment of Diseases of the 
Adnexa and Their Relation to Peritonitis 
(Beitrag zu der operativen Behandlung entzuendlicher 
Adnexerkrankungen und ihren Beziehungen zur 
Peritonitis). Deutsche Ztschr. f. Chir., 1915, cxxxiv, 
363. 

Mayer refutes the arguments of Amberger, who 
published an article advocating a more active 
operative treatment of inflammatory diseases of the 
adnexa in the acute stage. Mayer denies the fre- 
quency of spontaneous rupture -of tumors of the 
adnexa followed by peritonitis, and also the malig- 
nancy of puerperal septic diseases of the tubes. 
On the other hand he points out the danger of all 
minor gynecological operations, such as curettement, 
etc., when there is a coexisting encapsulated sal- 
pingitis. He says that Amberger’s comparison 
between appendicitis and encapsulated salpingitis 
is not justified. He thinks without doubt that 
operation is imperatively indicated in appendicitis, 
but he does not believe in the application of the 
same surgical principles to tumors of the adnexa. 
The fear that surgeons have of operating on tumors 
of the adnexa in the acute stage is justified, and 
their position, he holds, is not overthrown by 
Amberger’s arguments. A. Goss. 


Gardner, W. S.: Prolapsed Ovaries. 
Ass. Coll. Phys. & Surg., 1915, xviii, 72. 
Nervous phenomena coming on regularly during 
the week preceding the menstrual flow is stated by 
Gardner to be characteristic of ovarian disturbance. 
Such symptoms plus pelvic pain and the palpation 
of the ovaries in the cul-de-sac justify the diagnosis 
of prolapsed ovaries, and constitute the indication 
for operation. Nearly all prolapsed ovaries are 
enlarged and their ligaments are elongated. 
Operation should aim to diminish the weight of 
the prolapsed ovary, shorten its ligament, and if 
retroversion has occurred, an appropriate operation 
for its correction should also be done. 
W. H. Cary. 
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Hoffman, L. H.: Polypus of Fallopian Tube. J. 
Am. M. Ass., 1915, Ixv, 1360. 

The patient, aged 30, married several years, had 
never become pregnant, although she had used no 
preventive measures. Menstruation had always 
been regular, moderate in quantity, and of about 
four days’ duration. The April and May menses 
were normal. The June period was on time, but 
the patient menstruated several days longer than 
usual, with a day’s cessation, and a few days of a 
dark bloody discharge with clots, accompanied by 
colicky pains in the lower abdomen and slight 
abdominal distention. 

The cervix was conical, of normal consistency. 
The uterus was normal in size, in axis of pelvis not 
fixed. A boggy semifluctuating mass was palpable 
in Douglas’ cul-de-sac. The right adnexa was 
palpable and no abnormality was felt. A mass was 
felt in the left parametrium about 5 cm. in diameter, 
immobile, separable from the uterus and tender 
to the touch. A diagnosis of ectopic gestation was 
made. 

When the peritoneal cavity was opened by median 
abdominal incision, some fluid, blood, and clots 
escaped. The left adnexa was represented by a 
mass 5 cm. in diameter, embedded in blood-clots, 
and ruptured on its superior margin near its distal 
end. This adnexa was removed typically and the 
clots evacuated from the peritoneal cavity. The 
abdomen was closed in four layers. Recovery was 
uneventful. 

The pathologic report showed rupture of the fal- 
lopian tube, which contained a polypus, 2 cm. in 
diameter, and coagula. Epwarp L, CorNeLL. 


Taylor, H. C.: Tuberculosis of the Uterine Ap- 
pendages. J. Am. M. Ass., 1915, lxv, 950. 

The frequency with which tuberculosis is found 
in the uterine appendages depends largely on the 
regularity with which these organs are subjected to 
microscopic examination. If the nature of the 
process is determined only by the gross examination, 
the number of cases of tubal tuberculosis reported 
will be small; if, however, every tube and ovary 
that is removed is examined microscopically, the 
number will be found to be surprisingly large. It is 
probable also that the frequency of genital tuber- 
culosis, as tuberculosis of other organs, varies in 
different locations and among different people. 
If gonorrhceal salpingitis predisposes to tuberculous 
salpingitis, as it probably does, then naturally tubal 
tuberculosis will be found more frequently among 
the class most frequently subject to the former dis- 
ease. 

There are three modes of infection in genital tu- 
berculosis: (1) through the blood and lymphatic 
systems; (2) from neighboring organs; and (3) by 
ascending infection through the vagina. 

In order to consider the treatment properly, it is 
necessary to understand the influence which the 
tuberculous salpingitis exerts in this general process 
(1) on the life of the patient, (2) on the health of the 
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patient, and (3) on the extension of the infection. 
The influence of the tuberculous salpingitis on the 
life of the patient is comparable to that of other 
forms of salpingitis. Very rarely does a tuberculous 
salpingitis alone seem to be the cause of death. 

The frequency with which a tuberculous salping- 
itis produces a general peritoneal tuberculosis is 
still in dispute. Some observers believe that it is 
the usual rule that the peritoneal infection is from 
the tube and advocate the removal of the uterus 
and both appendages for tuberculous salpingitis 
to prevent the occurrence of tuberculous peritonitis. 
The weight of evidence is against this extension. 
It is probable that a tuberculous inflammation in 
the tube would cause the formation of adhesions 
about it in the same way as in other types of sal- 
pingitis. These adhesions would tend to localize 
the infection and prevent the general peritoneal 
tuberculosis. 

The frequency with which healed tuberculous 
lesions are found in the tubes with apparently nor- 
mal peritoneum is additional evidence that tuber- 
culosis of the tubes does not usually extend to the 
peritoneum. 

If by proper treatment the symptoms subside and 
the infection is not extending, the author prefers 
to delay operation. If the disease is progressing, 
an operation is indicated. The influence of a tu- 
berculous salpingitis on the general health in itself 
is usually not great. The disease usually runs a 
chronic course and frequently gives no local or 
general symptoms. 

The ultimate value of the tube must also be con- 
sidered in deciding on the treatment of tuberculous 
salpingitis. It is theoretically possible for a tuber- 
culous salpingitis to subside, leaving a patent tube 
and allowing the patient to become pregnant. It 
is doubtful if this often occurs. Furthermore, it is 
doubtful if it is wise that such a patient should be- 
come pregnant for fear of again starting the tuber- 
culous process. There is, therefore, no indication 
to delay an operation otherwise indicated in order 
to conserve the tube. 

The treatment of tuberculous salpingitis is con- 
sidered under two classes: (1) those cases in which 
the tube is involved as a part of the general peri- 
toneal tuberculosis and (2) those cases in which 
there is only a local peritoneal involvement. 

If there is a general peritoneal tuberculosis, that 
and not the salpingitis is the condition that deter- 
mines the treatment. If, however, the abdomen is 
opened for such a condition, usually the tubes, if 
accessible, should be removed. The chances of the 
tubes becoming diseased from the peritoneum is so 
great and the chances of regaining their function so 
small that they should not be retained. If in- 


accessible they should not be removed unless they 
are distended, because the additional peritoneal 
traumatism necessitated by the removal of the 
tubes would increase the chances of infection. If 
the tubes are distended, it is usually best to remove 
them even if covered by adhesions. 
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If there is no general peritoneal tuberculosis, the 
treatment of the tuberculous salpingitis is prac- 
tically the same as for other forms of salpingitis. 
This is true because if there is no general peritoneal 
tuberculosis, it is practically impossible to diagnose 
a tuberculous salpingitis from other varieties. 

At the operation no attempt should be made to 
save any part of either tube. Usually (go per cent 
of cases) both tubes are involved. . If the ovaries 
are diseased or if the patient is near the menopause, 
the ovaries should be removed. If the ovaries are 
removed or if the patient is near the menopause, the 
uterus should also be removed. It is difficult to 
decide regarding the uterus in young women with 
normal ovaries. ° 

The post-operative treatment of tuberculous 
salpingitis is important. The probability of other 
tuberculous foci and the personal predisposition of 
the patient are indications for the best hygienic 
surroundings with regard to rest, food, air, etc. 

Epwarp L. CorRNELL. 


EXTERNAL GENITALIA 


Boldt, H. J.: Intermediate Trachelorrhaphy; Its 
Use as a Prophylactic Against the Pernicious 
Effects Sometimes Caused by Laceration of the 
Cervix. J. Am. M. Ass., 1915, xv, 1511. 


The author pleads for such procedure, the prompt 
repair of cervical tears and to do this before patho- 
logic changes, incident to the trauma, manifest 
themselves, and especially that it may be done 
when the sacrifice of material tissue is not a neces- 
sity. His justification lies in the fact that those 
who have made a careful study of the results of 
cervical tears almost invariably verify the assertion 
concerning their deleterious effects. 

His present method of repair is simpler than 
formerly — so simple, in fact, that any one with a 
little surgical ability can easily adopt it. 

The patient is placed in the lithotomy position 
and the customary disinfection attended to. If 
she is not hypersensitive and not nervous, no anes- 
— is required, for the operation is not very pain- 

ul. 

The cervix is pulled down with a pair of well- 
working bullet forceps and exposed with vaginal 
retractors. The bullet forceps are then adjusted, 
one pair in the line of the cervical canal on the 
anterior lip and one pair similarly applied on the 
posterior lip. With a narrow but very sharp scal- 
pel — sharp especially at the point — a superficial 
film of tissue is scraped off the torn surface, taking 
particular care that the angles of the tear are made 
raw. A full-curved, medium-sized Martin needle, 
which has cutting edges, is used for sewing, though 
one may use any other needle if more accustomed to 
it. A No. 2 chromic catgut is passed so as to in- 
clude the entire depth of the tear. Usually two 
sutures suffice for each side of the tear. Sometimes 
only one suture is required for one side, it fre- 
quently being the case in instances of bilateral tear 
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that the extent of the tears on the sides is unequal 
This also holds equally good for stellate tears. 
Care should be exercised in tying. The surfaces 
should be brought together just snugly, never too 
tight, so that the sutures may not cut into the tissue. 
No after-treatment is necessary and the patient 
may be about as usual after the operation. 

It will be seen from the foregoing that the opera- 
tion is not applicable to any case in which the tear 
has existed long enough to cause pathological 
changes in which scar tissue is present in the angles. 
In all such patients the scraping or making the torn 
surfaces raw does not suffice. That is why it is 
particularly applicable for primipare who have not 
previously sustained a tear, and in the case of every 
primipara it should be part of the accoucher’s duty 
to make a visual inspection in about four to six 
weeks subsequent to delivery and then to repair any 
existing laceration, unless it be of negligible extent. 

It is understood that in scraping the edges, 
scrupulous care should be taken to avoid the mucosa 
of the cervical canal. Epwarp L. CorNeELt. 


Foskett, E.: A Case of Mercurial Poisoning from a 
— Douche. Am. J. Obst., N. Y., 1915, lxxi, 
39- 

The author reports a case of mercurial poisoning 
which followed a douche containing three tablets of 
bichloride, 7.3 grains each, dissolved in a cup of 
water. The patient at once felt a burning sensa- 
tion in the vagina and felt so bad that she went to 
see a physician who ordered douches, ointment in 
the vagina, and albumin water by mouth. The 
author saw her three days later and found that the 
vulva and vagina were covered by a white sloughing 
surface. Salivation was present and the mucous 
membranes of the mouth, pharynx, and vulva were 
also white and sloughy. 

There was a marked suppression of the urine. 
On the third and fourth days she passed about an 
ounce in twenty-four hours, but after that it gradual- 
ly increased and on the tenth day she passed 56 
ounces. The urine showed albumin, granular and 
hyaline casts, but no mercury was found. 

On the ninth day, she had bleeding from the nose 
and mouth, and vomited blood-clots; her throat 
was very sore and oedematous, following sloughing 
of the surface. On the eleventh day blood-clots 
and old blood appeared in the stools. During the 
night the patient failed physically and mentally 
and bleeding continued from the stomach and in- 
testines. She died on the twelfth day. 

The author believes that the condition of the 
mouth and bleeding of the stomach and intestines 
in the later stages indicates that the mercury was 
excreted by the mucous membranes. C. H. Davis. 


Mayo, C. H.: Repair of Small Vesicovaginal Fis- 
tule. Tr. West. Surg. Ass., Des Moines, 1915, Dec. 
The author describes the operation which he has 
successfully employed for the past 20 years in the 
repair of small vesicovaginal fistula. 
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An incision is made through the vaginal mucosa 
extending completely around the fistulous opening 
for about a quarter of an inch, or less, from its 
margins. The vaginal mucosa is dissected toward 
the opening, care being taken not to break through 
at the margin. This makes a little cup or funnel- 
shaped opening projecting into the vagina. The 
circular dissection is carried deeper around the fis- 
tula, approaching no nearer than one-eighth of an 
inch to the margin, its depth penetrating to the 
mucosa of the bladder but not through it. This 
leaves a little bell or funnel-shaped opening with 
mucous membrane which is connected with the 
mucosa of the bladder and projects into the vagina. 
A ligature carrier is passed through the urethra 
into the bladder and through the fistula into the 
vagina. A suture is passed through both walls of 
the funnelled mucosa on each side of the ligature 
carrier. The two ends of the silk suture are 
threaded into the ligature carrier which is withdrawn 
from the bladder and urethra. The ends of the 
suture projecting from the urethra are drawn upon, 
and with a little aid the fistulous tract starts invert- 
ing. As soon as the mucosa disappears a circular 
suture of fine chromic catgut is applied, a little 
more traction is used on the ends of the long suture 
and a second purse-string suture of catgut is applied. 
The vaginal side is then closed either by a circular 
suture of the chromic catgut or by interrupted 
sutures as seems best. This inversion turns the 
mucous surface into the bladder and leaves a healing 
surface within the tube. One of the long ends of the 
suture projecting from the urethra is rethreaded and 
by a needle is sutured to the skin of the labia. The 
two ends are tied at this point, making slight trac- 
tion. A self-retaining catheter (Pezzer type) is 
inserted into the bladder and the patient is in- 
structed to rest on her side or on her face, to keep 
the fistulous area free from urinary pressure. 

After four days it is necessary to watch the 
catheter carefully to see that sediment or phosphatic 
deposit does not obstruct its lumen. In some cases 
irrigation is necessary. However, the long suture 
attached to the inner side of the surface of the fistula 
and passing through the urethra acts as a safety 
valve of leakage should the catheter become tem- 
porarily plugged. After a week the repair is usually 
solid, but it is better to keep the patient on her side 
or face for a few days longer, that no undue strain 
may be placed on the fistulous area, and during this 
time it is best to keep a catheter in, or if it is removed 
to have regular periods for passing it. The suture 
from within the bladder either cuts itself out with 
the slight traction or it may be drawn out by cut- 
ting one side where it is attached to the skin. 


MISCELLANEOUS 


Kosmak, G. W.: Gynecological Aspects of Back- 
ache. N.Y. M.J., 1915, cii, 589. 


Gynecologically speaking, backache is limited, 
according to Kosmak, to painful sensations in the 


q 
q 
q 


206 INTERNATIONAL ABSTRACT OF SURGERY 


lumbar, sacral, or coccygeal areas. It is usually 
attributed, more particularly by the laity, to uter- 
ine displacements, but this is not necessarily the 
case, for it is a well-known fact that women with 
marked pelvic disturbances may have no back- 
ache; whereas those with only slight pelvic lesions 
have most severe backaches. 

The main etiological factors which go to produce 
gynecological backache are: 

1. Nervous disturbances of idiopathic origin. 

2. General asthenic conditions. 

3. Uterine displacements. 

4. Rheumatic or gouty diathesis. 

5. Sacro-iliac affections. 
. Following operation where the patient has 
been long in the dorsorecumbent position. 

7. Affections of the coccyx. 

In the treatment of gynecological backache 
a diagnosis as to the causative factor or factors in 
each instance must precede any method of treat- 
ment. The mere presence of a gynecological lesion 
or lesions is not sufficient to finally determine the 
treatment. Harvey B. MattHEews. 


Curtis, A. H.: Laboratory Diagnosis of Chronic 
Infections of the Urinary Tract in Women. 
Surg., Gynec. & Obst., 1915, xxi, 423. 


an 


Chronic infections of the urinary tract can be 
best diagnosed by one who is actively engaged both 
in clinical work, including cystoscopy, and in 
laboratory study. 

In the study of the bacteriology of the urine by 
modern cultural methods, anaerobic cultures are 
essential. Most satisfactory results are obtained 
with shake cultures in 1 per cent dextrose-ascites- 
agar and with aerobic and anaerobic blood-agar slant 
cultures. 

Some new points in technique are suggested as 
follows: 

1. In cases with bladder irritability which yield 
clear, bacteria-free urine, cultures from the traum- 
atized urethral canal or from the introduction of a 
probe into Skene’s ducts may demonstrate the cause 
of infection. 

2. When bacteria are widely scattered or grow 
with difficulty, a mixture of the urinary sediment 


with blood, followed by making a large number of 
ascites-blood-agar tubes of high dilution, results in 
conditions favorable for the development and isola- 
tion of the bacteria present. 

Regarding vaccines, the author makes the follow- 
ing statement: ‘‘To emphasize a belief which is 
becoming more firmly rooted as my experience 
increases: Autogenous vaccines, in infections other 
than those with bacilli of the colon group, are some- 
times beneficial, but do not commonly cure the 
patient. Colon bacillus vaccines, on the other hand, 
yield a high percentage of cures. Failure to obtain 
results with carefully prepared and administered 
autogenous colon bacillus vaccines is indicative of 
trouble greater than a simple infection, notably 
kidney abscess, stone, retention of urine, or com- 
plicating tuberculosis.” 

The source of even small amounts of pus in the 
urine should be investigated, and should not be 
carelessly ascribed to vaginal contamination. Per- 
sistent pyuria in the absence of an easily demonstra- 
ble bladder lesion is held to be almost invariably 
due to kidney disease. 

A method of examination of obscure cases of 
renal tuberculosis is as follows: Provided the lungs 
are normal, potassium iodide is given for a period 
of several days; this is followed by the administra- 
tion of o.1 mg. old tuberculin 24 to 48 hours before 
examination. Massage of the kidneys several times 
daily in conjunction with the iodide and tuberculin 
tests aids in the production of a focal reaction. 
Finally, liquids are limited to a minimum before 
collection of specimens with the twofold object of 
irritating the kidney through concentration of solids 
and increasing the number of bacteria in a given 
quantity of urine. Urine so obtained is examined 
after centrifugation in a high-power centrifuge, 
which is held to be vastly superior to those in or- 
dinary use. In the event of negative findings many 
specimens are examined. Petroff’s cultures and the 
injection of medium-sized guinea-pigs are used in 
addition. 

Although an advocate of functional kidney tests, 
Curtis warns against the tendency to lay undue 
stress on their value at the expense of careful routine 
examination. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Spalding, A. B.: Relative Frequency of Ectopic 
Gestation. J. Am. M. Ass., 1915, 1156. 


In this paper a statistical study of a definite 
number of patients is made in order to estimate the 
relative frequency of ectopic gestation to disease 
in general, to women’s disease, to pregnancy, and to 
abortion. 

From July 1, 1912, to May 1, 1915, 36,668 pa- 
tients were registered in the out-patient clinics of 
the Leland Stanford University, School of Medicine. 
Of this number 2,955 were treated in the woraen’s 
clinic. In the clinic fairly extensive histories of the 
patients were taken and a careful pelvic examina- 
tion made, as well as considerable routine laboratory 
work started. 

The author found ectopic gestation 13 times in 
36,668 patients, or once in 2,820 cases of illness such 
as a general practitioner would encounter in a 
practice covering the diseases of men, women, and 
children. There were 13 cases of ectopic gestation 
among 2,955 women with pelvic symptoms, or one 
case in 227 such as come to the specialist; and 13 
cases of ectopic gestation among 1,704 cases of preg- 
nancy, or one in each 131 pregnancies. 

Considering the pathologic diagnoses which were 
made in the laboratory, 86, or 5.33 per cent, of the 
pregnant patients were sent to the hospital because 
of bleeding, and were curetted. A study of these 
curettements showed that 13 of the 86 patients, or 
nearly 17 per cent of possible abortions, were 
flowing because they were suffering from misplaced 
pregnancy. 

This does not indicate the relative frequency of 
abortion to pregnancy, which has been estimated 
by Taussig as high as 1 abortion to every 2.3 labors, 
but does call attention to the possibility of confusing 
ectopic gestation with incomplete abortion and 
should put the general practitioner on his guard 
when treating such cases. 

A clinical summary of the cases reported is pre- 
sented in chart form and from this it will be seen 
that the average age, the multi-gravida, the number 
of preceding induced and spontaneous abortions, 
as well as attacks of gonorrhoea, the period of rela- 
tive sterility, and the microscopic findings all point 
strongly to the clinical idea of Tait that many of the 
cases of ectopic gestation trace their etiology to a 
preceding pelvic infection. Gonorrhoea often plays 
the minor réle and abortion, associated as it so often 
is with a more or less noticeable attack of salpingitis, 
is the major predisposing cause for this frequent, 
dangerous anomaly of pregnancy. 

Epwarp L. CorNELL. 


Fowler, R. H.: Inaugural Symptoms of Ectopic 
Pregnancy. Am. Med., 1915, x, 757. 

Although in his series of 11 cases the diagnosis of 
ectopic pregnancy was not made prior to rupture, 
the author believes the condition should frequently 
be recognized before the onset of alarming symp- 
toms. 

The chief symptoms of value are said to be pain, 
disturbance of menstrual function, suspicion of 
pregnancy, and genital hemorrhage, the latter being 
scant and bright as compared to the usual menstrual 
flow. Proper diagnosis is almost impossible when 
ectopic symptoms are engrafted upon those of 


pre-existing pelvic lesions. Gentleness in the 
examination of suspicious cases is urged. 
Ws. H. Cary. 


McPherson, R.: Report of a Case of Spontaneous 
Rupture of the Uterus. WN. Y. St. J. Med., 
1915, XV, 407. 

The author reports a case of a patient 33 years 
old, a Il-para, admitted to the hospital with the 
following history: previous health good; denied 
venereal infection; no miscarriages. At the. time 
of admission she considered herself five months 
pregnant. 

The day before admission, she was seized with 
sudden sharp abdominal pain and felt somewhat 
faint. There was no accident, fall, blow, or other 
emergency to account for these symptoms. Al- 
though feeling rather uncomfortable she continued 
about her work. The family physician who was 
summoned gave her some medicine to relieve the 
pain but did not examine her. The following day 
she had more pain and early in the evening her con- 
dition became so critical that her physician decided 
to send her to the hospital. 

Whenseen about 9 p.m., she was in extreme shock, 
pulseless, and with all the signs of abdominal bleed- 
ing. A saline infusion and the usual shock treatment 
were given, which failed to have any beneficial 
effect. Under very light ether anesthesia, the abdo- 
men was opened, and the cavity found entirely filled 
with blood. A five months’ foetus was free in the 
cavity and attached by the umbilical cord to the 
placenta which was still in the uterus. The uterus 
was ruptured transversely across the fundus. The 
foetus and placenta were extracted and a rapid 
supravaginal hysterectomy performed; the abdo- 
men was rapidly wiped dry and the wound closed 
with through-and-through sutures of silk-worm 
gut, the time consumed in the operation being 
about eighteen minutes. 

The condition of the patient had not changed and 
another saline infusion was given with very little 
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result. As soon as preparations could be made the 
case was transfused, giving the patient about 
goo ccm. of her husband’s blood, into a vein of the 
left arm. She was unconscious, breathing jerkily 
and stertoriously, absolutely waxy in color, no pulse 
at the wrist, and heart-beats only faintly obtainable 
with the stethoscope. 

At the close of the transfusion she was conscious, 
pink-cheeked, with pulse at the wrist of good 
quality, although rather rapid. Her convalescence 
was unmarked by complications. She reported 
back to the hospital one month later feeling and 
looking perfectly well, with 4,500,000 red cells and 
haemoglobin 80 per cent. 

The diagnosis was rupture of the uterus; anomaly 
of the left fallopian tube. Wassermann reaction 
negative. 

The following lessons are to be learned from a 
study of this case: 

1. That an extensive rupture of the uterus can 
occur without apparent cause or reason, and that 
after occurrence it may be some hours before the 
symptoms are sufficiently marked or grave to cause 
serious alarm. 

2. That no matter how badly off the patient 
may seem to be, prompt and proper operative meas- 
ures may save her life. 

3. That the value of actual blood transfusion in 
these cases is inestimable and more like a miracle 
than almost amything in surgery. 

4. That it behooves the physician to make a 
careful examination of a patient whenever she 
complains of abdominal pain. Ra.px H. Kuuns. 


LABOR AND ITS COMPLICATIONS 


Stephenson, H. A.: The Mechanism of Labor in 
Spontaneous Evolution. Bull. Johns Hopkins 
Hosp., 1915, XXvi, 331. 


The author reports two cases which are of interest 
for several reasons. First, on account of their 
rarity, as they are the only examples of birth 
by spontaneous evolution observed in 13,000 con- 
secutive labors in the Obstetrical Department of 
the Johns Hopkins Hospital. Second, they show 
that the final stages of the process may be com- 
pleted with great rapidity, the first child having been 
born practically in the ambulance, while the second 
was expelled so rapidly that the patient could not 
be transported to the hospital. Furthermore, the 
first case shows that the entire duration of labor 
may be relatively short, being only eight hours. 
Finally, the first case is of particular interest from 
the fact that it was possible in the laboratory to 
force the child through a normal pelvis by mecha- 
nism identical with that observed at the bedside, 
and to photograph its various stages. 

Fig. 1 shows the first stage of spontaneous evolu- 
tion; namely, the impaction of the shoulder into 
the pelvis, together with the molding and trans- 
verse compression of the foetus. 

Fig. 2 shows the condition of affairs after the 
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arm had prolapsed through the vulva. Note the 
molding of the entire foetus, the attitude of the 
head, the elongation of the neck, and the swelling 
and discoloration of the prolapsed arm. This last 
condition seems to afford indubitable evidence that 
foetal death had occurred comparatively late in 
labor and after the arm had prolapsed. 

Fig. 3 represents the crucial stage in the’ mecha- 
nism and shows conditions which are particularly 
difficult to explain. The occiput has rotated almost 
directly anteriorly and lies just above the right 
horizontal ramus of the pubis and the symphysis, 
while the neck is in contact with the inner surface 
of the symphysis and has become so stretched and 
elongated as to permit the left shoulder to emerge 
beneath the pubic arch. At the same time the 
buttocks are seen to have emerged from the outlet 
with their anterior surface in contact with the inner 
surface of the prolapsed arm. The position of the 
buttocks is very unusual; it is particularly difficult 
of explanation and seriously complicates the class- 
ification of the mechanism. It can be explained 
only by assuming that after the left shoulder had 
emerged beneath the pubic arch the buttocks had 
been forced down between the thorax and the pos- 
terior pelvic wall so that they eventually emerged 
behind the prolapsed arm. It is apparent that 
such a maneuver must have necessitated great com- 
pression and an extreme degree of torsion of the 
body, which could scarcely be compatible with the 
life of the child. Consequently, it is permissible 
to assume that foetal death must inevitably have 
taken place at that time, if it had not occurred pre- 
viously. 

Fig. 4 shows that after delivery of the shoulder 
and buttocks the child had undergone a movement 
of rotation by which the prolapsed arm returned to 
the side of the mother toward which it was originally 
directed, thus bringing the occiput under the 
pubic arch in the most suitable position for easy 
expulsion. 

In the second case the evolution was clearly ef- 
fected by the mechanism described by Douglas, 
but it is not so easy to explain which mechanism was 
concerned in the first case. Epwarp L. Cornet. 


Arnold, J. O.: Birth Mortality, with the Presenta- 
tion of Some Practical Helps in the Prevention 
and Treatment of Asphyxia Neonatorum. Am. 
Med., 1915, x, 661. 

It is difficult and next to impossible to obtain 
accurate figures as to the birth mortality, chiefly 
because the statistics concerning the stillborn are 
incomplete and because there is no commonly ac- 
cepted definition of the term “stillborn child.” 
However, assuming 5 per cent to be a fair estimate 
for the stillbirths the total number for the entire 
country would be close to 140,000 annually. From 
the table of infant mortality, exclusive of still- 
births it is found that approximately 230,000 infants 
die annually in the United States in the first year of 
life. More than 25 per cent die the first week, and 
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more than 42 per cent die the first month. The 
number of deaths for the entire country for the 
first week is approximately 60,000 annually and 
for the first month approximately 97,000. About 
one-third of these latter deaths the author attributes 
to intra-partum causes. It is evident, therefore, 
that two of the most important problems in the 
conduct of labor are: (1) study of the intra- partum 
condition of the child, and (2) successful resuscita- 
tion of the newborn. 

Every precaution should be taken to protect the 
child from the dangers of asphyxiation. One should 
not give an anesthetic or use pituitrin, morphine, 
eo without watching carefully the effect on the 
child. 

In order to properly treat the asphyxiated new- 
born, it is necessary to know something of its 
causes. The most frequent of all causes is some in- 
terference with the foetal circulation. The child 
may become asphyxiated from pressure on its brain. 
Anesthetics, morphine, and other narcotics also 
endanger the child either by interfering with its 
oxygen supply or by direct poisoning. 

The kinds of asphyxia, relate to the length of time 
the child has been deprived of its oxygen. If the 
time has been short or the circulation partially 
obstructed we have the so-called “blue asphyxia,” 
in which the skin is congested and purple, the body 
firm, reflexes present, heart and cord pulsations 
good, but the child for a time fails to breathe. If 
the obstruction is complete or lasts for a considerable 
time, we have ‘‘ white asphyxia”’ in which there is 
deathly pallor, reflexes absent, body relaxed, no 
pulsation in the cord, and very feeble heart action. 

In the treatment of ‘blue asphyxia” the au- 
thor considers tossing and swinging, and the hot 
and cold water processes questionable. He con- 
siders mouth-to-mouth insufflation the most effec- 
tive treatment in very severe cases. He recom- 
mends most highly a mucous aspirator, with which 
he says that he is able to resuscitate all cases of 
“blue asphyxia.” 

For combating ‘“‘asphyxia pallida” he recom- 
mends the American-made instrument known as the 
lung motor. C. D. Hotmes. 


PUERPERIUM AND ITS COMPLICATIONS 


Blesse, F.: Puerperal Infection. Clinique, Chicago, 
1915, Xxxvi, 488. 


Blesse discusses puerperal infection under three 
heads: septicemia, sapremia, and pyemia. Septic 
endocarditis, pericarditis, and phlegmasia alba 
dolens are to be considered forms of pyemic infec- 
tion. A mild fever of sapremic or septicemic type 
may be caused by septic wounds of the lower 
genital tract while the uterus may remain free from 
infection. These parts, therefore, always require 
careful examination. Any fever arising during the 
puerperium should be regarded as infection until 
proved otherwise. F. C. Irvine. 


ABSTRACT OF SURGERY 


Buess, P.: Mortality from Puerperal Fever Since 
1900 (Sterblichkeit an Kindbettfieber seit 1900). 
Zischr. f. Geburtsh. u. Gyndk., 1915, \xxvii, 735. 


The author gives a thorough statistical study of 
the subject, giving the figures not only for the differ- 
ent cities and provinces of Germany, but for Sweden, 
Norway, Italy, Austria, and the cities of Vienna, 
Madrid, and Paris. The whole period is divided 
into two subperiods. The years from 1901 to 1905 
show an increase in the mortality in some cities, 
while in the past five years there has been a de- 
crease everywhere except in Italy, Alsace-Lorraine, 
Paris, and Vienna. The lowest mortality in recent 
years was in Basel, 0.47 per thousand, and the 
highest in Berlin, 5.44 per thousand. 

Comparing .the increase in the first five years 
with the decrease in the last five in the. different 
states and cities, some show a net decrease varying 
from 0.14 per thousand to 0.59 per thousand, while 
others show an increase varying from 0.06 per thou- 
sand to 0.78 per thousand and amounting for the 
whole of Germany to 0.17 per thousand. Of the 
last period of five years the second half shows better 
results than the first half, and particularly the last 
year, for during this year there has been a decrease 
in nearly all cities and states. A. Goss. 


MISCELLANEOUS 


J., Freeland, J. R., Schlesinger, 
M. J.: Serum Skin Test for Pregnancy and 
Different Pathological Conditions. Am. J. 
Obst., N. Y., 1915, xxii, 599. 


The authors review in a general way the various 
difficulties in the technique of performing the Ab- 
derhalden test for the serum diagnosis of preg- 
nancy. In the serum skin test which the authors 
originally described, the appearance of the split 
products depends on the autodigestion of human 
serum and therefore the toxicity of the resulting 
material was not uniform as tested on guinea pigs. 

In their present modification the serum skin test - 
is performed so as to test the split products of the 
autodigested serum upon homologous animals. 

The serum of the patient is injected intraperito- 
neally into a normal guinea pig thus transferring 
the specific properties of the patient’s serum. 
Twenty-four hours later this guinea pig is bled and 
its serum is placed upon ice in a test-tube with a 
suitable amount of substratum (placenta, tuberculin, 
tumor tissue, etc., as the case may be). Next day 
— twelve to eighteen hours later — the serum is 
centrifuged off and placed in the incubator for from 
twelve to eighteen hours. During this incubation 
the serum undergoes autodigestion and toxic split 
products of the serum are formed, as has previously 
been demonstrated. 

At this time 0.05 ccm. of such autodigested guinea 
pig serum is injected into the skin of a normal 
guinea pig on a spot previously shaven. From 
twelve to twenty-four hours later a very distinct 
skin reaction is observed on the place of the injection 
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if the serum of the patient used in the test con- 
tained specific antibodies. Instead of injecting the 
autodigested serum into the skin 0.5 ccm. may be 
injected into the heart or into the vein of a normal 
guinea pig, in which case the guinea pig will die 
with symptoms of acute anaphylactic shock if the 
serum was specific. 

The authors consider that the use of thimbles and 
ninhydrin offers a source of error in reading the re- 
sults of the Abderhalden test and they offer the 
above substitute which they believe is more ac- 
curate. C. H. Davis. 


Warren, S. P.: Two Cases of So-called ‘‘Missed 
Labor.”” Am. J. Obst., N. Y., 1915, Ixxii, 603. 


The author has had two cases of this rare obstetri- 
cal freak, the first occurred in 1884 and is recorded 
in ‘“‘Lusk’s Midwifery,” the second was in 1914. 
The author finds that there are several points of 
similarity in the clinical histories. Both were intra- 
uterine pregnancies, as was proven at the operations. 
In both, the irregular positions—transverse and 
breech—probably contributed to the inertia. Both 
the children lived on for several weeks beyond 
term, just so long as life was possible under advanc- 
ing gestation. The crisis of pregnancy had passed 
by as shown by the consensus of events; the course 
of childbirth began, normally, with the discharge 
waters, then the vital powers, forgetting that the 
uterus had not been emptied, went on to finish the 
normal cycle of pregnancy, parturition, and involu- 
tion. The operation showed that both uteri were 
in a final stage of involution. 

The first patient died and the second made a good 
recovery. C. H. Davis. 


Ehrenfest, H.: The Reappearance of Menstruation 
After Childbirth. Am. J. Obst., N. Y., 1915, lxxii, 
577- 


The author has studied the histories of 209 private 
patients detailing 309 births. In a total of 257 
lactating women, menstruation reappeared in 132 
instances, or 51.3 per cent, within twelve weeks post- 
partum. This percentage of early menstruation 
among primiparous women amounts to 52.3 per cent. 

Among 257 lactating women, in 209, 81.3 per 
cent, menstruation appeared before the child had 
been weaned. Only 48 mothers remained amenor- 
rhoeic during the entire period of lactation. Ex- 
cluding from this number, the 58 cases in which 
nursing had been stopped within three months, so 
as to eliminate all the cases in which the lactation 
process had not been fully established, there re- 
mained 199 patients who had actually nursed a 
child at least four months. They represent 171 


cases, 85. 9 per cent, of menstruation during lacta- 
tion and 28 cases, 14.1 per cent, of complete amenor- 
rhea. 

Of 36 cases in which the child was weaned at nine 


months, 83.3 per cent menstruated during lactation 
and 16.6 per cent remained amenorrheeic during 
the entire period of lactation. 

Considering this same question in relation to 
primiparous women, the author found that the 
percentage of the menstruating mothers amounted 
to 84.6 per cent for all cases and to 90.5 per cent 
for those who continued to nurse for more than 
three months. 

From a review of the literature the author finds 
that most of the published statistics indicate that 
in the majority of cases menstruation will reappear 
before the child has been weaned. To quote a 
few of them: Heil found in 200 women, represent- 
ing 234 lactations, 62.5 per cent of the cases men- 
struated during lactation; Ponsoye figured about 
50 per cent as menstruating; Sundin in 335 nursing 
women, from 55 to 59 per cent; Essen-Moeller 
in 428 women found that about 59 per cent men- 
struated. However, some authors give lower per- 
centages: Remfry, approximately 43 per cent; 
Brickner, 43.3 per cent in 442 nursing mothers; 
and Glass, 40 per cent in 1,200 cases. 

In summing up the statistical study of the problem 
of lactation amenorrhoea the author states that 
clinical experience evidently sustains the following 
views: 

A debilitating influence exerted immediately by 
labor and later by the loss of body fluids during 
lactation with rare exceptions temporarily arrest 
ovulation. As soon as the disturbed equilibrium 
is restored the ovary resumes its function of ovula- 
tion, and the first corpus luteum sends its specific 
hormone to the endometrium. The response of the 
latter probably to a certain extent is dependent 
upon the anatomic condition of the uterus. If 
normal, a typical menstrual flow ensues; if subin- 
voluted, or for other reasons hyperemic (retro- 
flexed), the reaction may be unusually strong; on 
the other hand, if the uterus is in an atrophic con- 
dition, it may require the stimulation from more 
than one ovulation until it becomes anatomically 
restored to the degree of resuming itsfunction. As 
a rule, menstruation continues practically regularly 
during lactation when once reéstablished. The 
debilitating effect of lactation is obviously depend- 
ent upon the general condition of the woman. 
Therefore, usually the disturbance in the equilib- 
rium of the body fluids ends sooner and menstrua- 
tion reappears earlier in the strong and healthy 
woman. For the same reason the amenorrhceic 
state in general will last longer in the sick or weak 
woman, in the primigravida, whose labor is as a 
rule longer and more exhausting, and in the woman 
suckling a large child. But in the majority of 
women the equilibrium is regained before they have 
actually ceased to nurse their children, and there- 
fore, in the majority of instances menstruation 
reappears before the function of lactation is ended. 

C. H. Davis. 
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KIDNEY AND URETER 


Corbett, J. F.: The Suprarenal Gland. St. Paul 
M.J., 1915, xvii, 655. 

In the light of the work of Elliott and Cannon, 
Seeley and Lyon, the author sums up his observa- 
tions as follows: 

In a long series of animals reduced to traumatic 
shock by the usual methods, a great degree of 
epinephrin exhaustion was found to exist. In 
this series the final appearance of the animal was 
that of complete shock — mental apathy, evinced by 
unconsciousness with no ether, muscular relaxation, 
pale mucous membrane, and low blood-pressure. 
The average blood-pressure was 12, and the average 
epinephrin content 0.08. In a few instances the 
blood-pressure remained at 30 to 45, suddenly fell 
to o, and the epinephrin content in these cases was 
o.11. The average time to produce complete trau- 
matic shock was six hours. 

Very little is known of the secretion of epinephrin, 
but from the fact that the adrenal ordinarily con- 
tains enormous loads to tide the individual through 
emergencies it would seem that the storage and 
discharge factors are paramount over the secre- 
tory réles. Further than this, the amount of 
epinephrin needed to maintain vasoconstriction 
that exists in shock are evidence of the continued 
output of that secretion as long as an available sup- 
ply exists. The adrenal cortex in shock is appar- 
ently unaffected in any other experiment. 

H. A. Moore. 


Kirkendall, B. R.: A New Method of Passing the 
Wax Tip; Modification of the Technique. 
J. Am. M. Ass., 1915, lxv, 1253. 


The author describes in detail a new method of 
passing the wax tip and also a modification of the 
technique. He emphasizes the following points: 

1. The wax tip will diagnose ureteral calculi un- 
aided. 

2. In conjunction with roentgenoscopy, it will 
rule out or make positive a shadow in the line of the 
ureter. 

3. It will diagnose ureteral calculi which have 
been entirely missed by the roentgen rays. 

4. The gynecologists for several years have been 
able to locate the site of ureteral calculi by passing 
a ureteral catheter, with a series of wax bulbs, 
through the open cystoscope. 

In his opinion this method is much simpler and 
has more possibilities than any other previously 
used. The main facts about the technique are: 
(1) The wax tip must not touch any metal in either 
entering or leaving the bladder. (2) This is accom- 


plished by inserting the rubber tube in the catheter 
sheath and passing the wax tip through the catheter. 
Then the rubber sheath is withdrawn and the 
catheterizing part of the instrument threaded onto 
the urethral catheter. 

The presence and the accurate determination of 
the exact location of a ureteral calculus can be easily 
determined by passing a bougie, equipped with 
multiple wax tips or bulbs, through an operating 
cystoscope supplied with a catheter tube to prevent 
marring of the wax by the instrument. For several 
months he has used with complete success a rubber 
catheter sheath for the passing of wax tips in a man- 
ner similar to that described by Hinman. Instead 
of using a bougie or catheter with a single wax tip, 
it has been found to be equally practical and of far 
greater advantage to use a bougie equipped with a 
wax tip and a series of from four to six wax bulbs 
placed about two inches apart, beginning about two 
inches from the wax tip and approximately covering 
12 inches of the bougie — the normal length of the 
ureter. The author has found that this method 
is equally adaptable for use in both males and fe- 
males. W. E. Lower. 


Crouse, H.: The Triangle of Petit in Kidney Sur- 
gery. Ann. Surg., Phila., 1915, lxii, 451. 

This article deals with a new route for kidney 
surgery, which, in the author’s experience, has been 
successful in most pathological conditions met while 
dealing with the kidney in a surgical way, and is 
properly denominated the triangle of Petit route. 

A detailed description of the method of procedure 
is given, with illustrations. The description is as 
follows: 

Start the skin incision about three-fourths of an 
inch below the twelfth rib, slightly posterior to the 
anterior border of the latissimus dorsi; sweep straight 
down to within 1 inch of the crest of the ilium, then 
forward in a semilunar curve to about 2.5 centi- 
meters below and in front of the anterosuperior 
spine of the ilium. This incision should extend 
through the skin and adipose tissues only, retraction 
of which will expose the triangle of Petit at the lower 
portion of the straight incision, just as it begins to 
sweep forward. The anterior border of this triangle 
is formed by the external oblique muscle, the poste- 
rior border by the latissimus dorsi, and the inferior 
border by the crest of the ilium. The anterior 
floor of this space is formed by the internal oblique, 
the posterior border of which muscle is slightly 
anterior to, or even with, the anterior edge of the 
latissimus dorsi. When these muscles bounding 
the triangle of Petit have been exposed, the fingers 
of each hand of the operator should be forcibly 
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pushed through the space between the external 
oblique and the latissimus dorsi, and the muscles 
forcibly and widely retracted; this retraction readily 
exposes the next structure —the lumbar fascia. 
The hands then being removed, forcible retraction of 
this area is made by the assistant, while the lumbar 
fascia is incised or nicked by the operator; in many 
cases this fascia can be punctured readily by the 
index-finger, thus avoiding aid from the assistant. 
Again, with the fingers of each hand forcibly separate 
the latissimus dorsi, external oblique, and lumbar 
fascia. Substitute a three-bladed automatic re- 
tractor of the abdominal type for the fingers, with 
the auxiliary blade at the superior angle of the tri- 
angle of Petit, or the space made by the hand re- 
traction of the operator; drop the two lateral blades 
into the space of the lumbar fascia, forcibly and 
widely retract the instrument, strongly pull up the 
superior blade, and the perirenal fat is immediately 
exposed. If the stretching has been sufficiently 
forcible, there is an anteroposterior operative area 
of about 3.25 inches, which is amply wide to deal 
with the kidney in any way desired, whether 
nephropexy, nephrectomy, or nephrotomy. 

The author has also used this route successfully 
on the right side for doing appendectomies and for 
inspection of the gall-bladder and duodenum. The 
left-sided incision gives access to the tail of the 
pancreas, the spleen, and the splenic flexure of the 
colon. 

He recommends this method and believes that it 
has marked advantages over other incisions, i.e., 
those of Koenig, Mayo, Kelly, and Edebohls, not 
only in rapidity, but in that it allows a return to 
normal anatomical relationship at the completion 
of the operation. J. DELLINGER Barney. 


BLADDER, URETHRA, AND PENIS 


Judd, E.S.: Foreign Bodies in the Urinary Bladder. 
Tr. West. Surg. Ass., Des Moines, 1915, Dec. 

This paper embraces a report of 7 cases of foreign 
body found in the urinary bladder, exclusive of 
pieces of broken catheter or surgical instruments. 
This series includes three hairpins, a 22-rifle bullet, 
a piece of chewing gum, a fragment of bone, and a 
part of a jack-knife blade. Bodies lodged in the 
bladder are prone to incrustation from salt deposits, 
though some materials, as this piece of bone, seem 
to be immune. The stone with the foreign body as 
a nucleus is usually of considerable size before the 
patient’s symptoms compel him to seek the aid of a 
physician. Pain and burning on micturition, pus 
and sometimes blood, frequency or retention and 
marked urgency are the symptoms most often com- 
plained of. Attention is called to the fact that 
foreign bodies found in the bladder have usually 
gained entrance through the urethra, though in two 
cases here reported, namely, the bone and jack- 
knife blade, this could not have occurred. There 
is no question but that these foreign bodies got into 
the bladder through the side wall, producing few 
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if any symptoms during the time they were passing 
in, though very careful examination of the inner 
lining of the bladder at the time of operation did not 
— any scars or permanent injury to the bladder 
wall. 


Goldberg, B.: Gunshot Injuries of the Bladder 
(Beitrag zur Kenntnis der Blasenschiisse). Zéschr. f. 
Urol., 1915, ix, 361. 

The author reports three cases of his own which 
recovered, as well as 11 cases from the recent litera- 
ture. 

The greatest danger to patients with injuries of 
the bladder comes from the involvement of the 
peritoneum in the injury. The second great danger 
is infiltration of urine. Infection can take place 
after gunshot injuries of the bladder either from 
the wound or through the urine. Diagnosis is made 
by palpation, roentgenography, and cystoscopy. 
The last sequela of bladder injury is the formation 
of fistula; they may arise from the wound itself 
or from the rupture of suppurating urine infiltra- 
tions. They may open externally on the perineum, 
scrotum, thigh, buttock, or abdominal wall, or into 
the peritoneum or intestinal canal, especially the 
rectum. 

The mortality in the cases reported by the author 
was 25 per cent; but no general conclusion as to the 
mortality can be drawn from these cases, which were 
— in home hospitals, after return from the 
field. 

Recent injuries of the bladder and peritoneum 
should be operated on at once, but unfortunately 
this is not always possible. In extraperitoneal 
injuries of the bladder the chief point is to secure 
and maintain free discharge of the urine. Generally 
this is secured by drainage through the wound into 
the bladder and by a retention catheter passed 
through the urethra into the bladder; if this is not 
sufficient the bladder should be opened and drained 
at its most dependent point through the perineum. 
Bullets or foreign bodies should not be removed 
until later. Urinary antiseptics should be given 
internally from the time of injury, and the bladder 
should be irrigated with urinary disinfectants. 

A. Goss. 


GENITAL ORGANS 


Loewe, G. M.: A Case of Congenital Perineal 
Testicle. J. Am. M. Ass., 1915, lxv, 1176. 

The author reports a rare type of congenital 
perineal testicle. 

A boy of 12 had complained for the past 6 months 
of a dull aching pain in the perineal region, recently 
increasing in intensity. 

Examination showed the right side of the scro- 
tum atrophied, and the left testicle normal. 

The perineal region showed an oval body, about 
2.5 by 1.5cm., located 5 cm. anterior to the anus and 
2 cm. to the right of the median raphe. The _ 
The 


gave a testicular sensation on pressure. 
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mother stated that the absence of the right testicle 
had been noted about two weeks after the child’s 
birth. 

At operation (Beck) an incision about 5 cm. long 
was made over the right external abdominal ring. 
The cord was seen emerging from the ring and 
extending down to the ectopic perineal testis. The 
gubernaculum testis which was attached to the 
lower pole of the testicle was excised just below its 
attachment and the somewhat underdeveloped 
testicle placed into the scrotum in the usual manner. 
The recovery was perfect. THEO. Drozpow!Tz. 


Bernart, W. F.: Epididymis-Vas Anastomosis for 
Sterility. N.Y. M.J., 1915, cii, 848. 

Contrary to the common supposition, the author 
believes that the lack of success in this operation is 
not due to the vas failing to remain patulous, but 
rather to the tendency of the wound in the head of 
the epididymis to close too rapidly. To prevent 
this the author inserts a looped wire in the wound as 
shown in the accompanying drawing. The free 
end of the wire is brought out of the scrotal wound 
and the entire wire is removed in from twenty-four 
to thirty hours. This operation has proved suc- 
cessful in eight consecutive cases compared to 
about 30 per cent of failures otherwise. The wives 
of four of these eight patients became pregnant 
shortly after the operation. B. S. BARRINGER. 


Bernart’s anastomosis for sterility in man. 4A, silver 
wire with loop. B, wire introduced into the lumen of the 
roximal portion of the vas deferens and the loop embedded 
in the head of the epididymis. 7, testicle. £, epididymis. 
C, point of anastomosis. D, distal portion of wire which 
protrudes from scrotal wound. 


ABSTRACT OF SURGERY 


Wolbarst, A. L.: Observations on Incipient Hy- 
pertrophy of the Prostate. J. Am. M. Ass., 
1915, Ixv, 1337- 

In regard to the diagnosis of hypertrophy of the 
prostate, Wolbarst draws attention to several 
points. He insists upon the necessity of examina- 
tion of the reflexes to eliminate spinal lesions as the 
cause of irritability or retention. He considers the 
use of the cystoscope as a routine procedure in 
diagnosing hypertrophy, not only unnecessary, but 
undesirable. In the majority of cases the occur- 
rence of increased frequency, particularly at night, 
of increased urethral length, and of residual urine 
in men of 50 or more, is sufficient basis for the 
diagnosis of obstructing prostate. A prostate may 
be very large, but unless it obstructs it need not be 
removed. 

Wolbarst believes that some prostates enlarge to 
a certain degree, then cease growing. Because of 
this fact and because of the sequela sometimes 
found after prostatectomy, he believes that opera- 
tion should not be done until the bladder has shown 
itself unable to express practically all of its con- 
tents. A bladder with a residual of only one or two 
ounces can be strengthened by distention and lavage 
to such an extent that operation may in some cases 
prove unnecessary. G. G. SMIrH. 


Wiener, J.: Suprapubic Prostatectomy in Two - 
Stages. Ann. Surg., Phila., 1915, xii, 463. 

The first two-stage operation for prostatic hy- 

pertrophy to be reported was performed by the 
author in 1903, though Lilienthal subsequently 
published the record of a case he had operated 
upon by this method in 1896. 
- The two-stage operation has gained in favor 
slowly but steadily, more slowly abroad than in 
this country, till at present there is a very general 
feeling that this method gives the patient a much 
better chance to survive the operation than the 
one-stage procedure. Of course many of the pa- 
tients who are subjected to the two-stage operation 
when this is used as a routine would survive were 
the one-stage method used, but unfortunately it is 
not possible to recognize these cases in advance. 

The two-stage operation keeps the patient in the 
hospital a somewhat greater length of time, especial- 
ly in infected cases, but only a few days or a week, 
and this is of little consequence in comparison with 
the decreased danger to life. The stay in bed is not 
prolonged, as it is possible and advisable for the 
patient to be up between the two operations. 

The author uses nitrous oxide and oxygen for 
the removal of the prostate. Done in this way 
he has found that there is very little shock. It 
has been the author’s habit to tell the patients 
that the prostate has been removed at the first 
operation, and when it comes time a week or more 
later for the actual prostatectomy, when the maxi- 
mum of general improvement has been obtained, to 
announce that a painful dressing is to be performed, 
and that a little gas will be given. S.W. Moorueap. 
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SURGERY OF THE EYE AND EAR 


EYE 


Bane, W. C.: Use of the Sideroscope for Detecting 
Iron in the Eye. J. Ophth., & Oto-Laryngol., 1915, 
ix, 311. 


The sideroscope is an instrument which consists 
of a magnetized steel rod one-twelfth inch in thick- 
ness and about 4 inches in length, suspended by a 
silk thread 3 to 4 inches long from an adjustable 
aluminum wire. The thread and rod are protected 
from currents of air by the ends of the rod being 
covered with glass tubes about one-twelfth inch in 
diameter. On the center of the rod is attached a 
small mirror. When using the instrument it is 
placed on a solid base, away from metallic substances 
and electrical currents, and the ends of the rod point- 
ing north and south. Usually the room is darkened 
so that a beam of light can be thrown on to the mir- 
ror, from which the light is reflected on to a scale, 
the latter being so placed that the light will strike 
the scale at the zero point. 

In order to use the instrument, the tube covering 
the south end of the magnet is placed upon the 
cocainized eye. The light on the scale changes 
position as the magnet is attracted or repelled, this 
change varying in rapidity and extent according to 
the size and proximity of the magnetized metal. 

It is advisable to use this instrument if an X-ray is 
out of the question, before attempting an extraction 
with a magnet. 

The author has devised a cheap sideroscope which 
consists of a perpendicular glass tube 1.5 inches in 
diameter and 11 inches in height. Two tubes 0.5 
inch in diameter and 1.25 inches long are fused into 
the perpendicular tube about 3.5 inches from the 
top. One of the lateral tubes is open to allow the 
insertion of the magnetized rod. The large tube is 
mounted on a triangular block of wood having brass 
screws in each angle to provide for balancing the 
magnet. The silk thread carrying the magnet is 
attached to an aluminum wire in a rubber cork in 
the top of the main tube. Orro M. Rorrt. 


Barkan, H.: Post-Operative Detachment of the 
Choroid, with Especial Reference to Elliot’s 
Operation for Glaucoma. J. Am. M. Ass., 1915, 
Ixv, 1520. 

After a clear summary of the literature on 
choroidal detachment after operation and a dis- 
cussion of the same, Barkan reaches the following 
conclusions: 

1. Clinically demonstrable post-operative detach- 
ment of the choroid takes place after cataract opera- 
tions, with or without iridectomy, in about four 
per cent of cases; in Elliot’s trephine operation, in 


about ten per cent; in Lagrange’s scleretomy, in 
about 20 per cent. It does not occur in linear 
extraction, or in simple iridectomy. 

2. The sine qua non for its existence is low intra- 
ocular tension, caused by abnormally rapid escape 
of aqueous humor through the wound, extending 
over some interval. 

3. The chamber is not shallow or absent because 
of the detachment; the detachment is secondary to 
the condition of the chamber. 

4. The fluid responsible for the detachment is 
derived, probably, from the choroidal blood-vessels, 
and not improbably from the veins. 

5. Choroidal detachment is of relatively frequent 
occurrence after Elliot’s trephine operation, and 
should, if for statistical purposes only, be looked for 
and its occurrence noted in all cases of Elliot’s 
operation. Ear_e B. Fow er. 


Fenton, R. A.: Oxycephalic Exophthalmos, with 
Traumatic Rupture of Both Eyes. J. Am. M. 
Ass., 1915, lxv, 1538. 


Fenton reports a case of an oxycephalic adult, 
including photographs and roentgenograms. Ex- 
ophthalmos was bilateral and complete, but only 
after an injury to one eye and repeated corneal 
ulcers on the other was vision greatly impaired. 
The patient’s mentality was very good. Fenton 
asks whether early double subtemporal decompres- 
sion might not save these patients from many com- 
plications. Earte B. Fow.er. 


Bruecken, A. J.: Fibro-Adenoma of Ciliary Body. 
Arch. Ophth., 1915, xliv, 490. 

In the routine examination of an eye removed 
from a man of 63 on account of a sloughing cavity 
in the region of the inner canthus, the diagnosis of 
which was not microscopically determined, the eye 
was found to be normal externally except that it was 
quite flaccid; on section the sclera, iris, choroid, and 
retina showed nothing of special note; the ciliary 
body was well developed and no evidence of a nodule 
was seen in it. 

The history of the case was that besides a lesion 
indicating enucleation, the patient had worked all 
his life in steel mills and occasionally had particles 
of metal get into his eyes, but with no after-results. 

Microscopically there was found in the anterior 
portion of the ciliary body, situated in the apical 
part of the ciliary process, a small, irregular, 
round or oval, tumor mass not over 0.75 mm. in 
diameter, made up of aggregations of epithelial 
cells embedded in a homogenous acellular substance 
having fine fibrillation.- 

There was no change in the tissues surrounding 
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the tumor, which was not pigmented, showed sharp 
localization, presented no definite tubular arrange- 
ment of its epithelial cells, and the absence of blood- 
vessels or any suggestion of them, was one of its 
prominent features. 

The haphazard disposition of the epithelial ele- 
ments with no evidence of a proliferative tendency 
and the excess of fibrous tissue seem to the author 
to indicate that the tumor mass represented an 
epithelial inclusion with but little growth of the 
epithelial elements. S. S. Howe. 


EAR 


Clay, J. V. F.: The Influence of Nasal Accessory 
Sinus Disease upon the Ear. //ahneman. Month., 
1915, l, 669. 


The author calls attention to the frequency with 
which diseased conditions in the nose and accessory 
sinuses give rise to aural disturbances. For in- 
stance, the acute infections give rise to acute 
otitis media. 

Chronic nonsuppurative diseases of the sinuses 
give rise to chronic middle-ear catarrh. Chronic 
suppurative disease of the sinuses cause tubal 
thickening and obstruction with secondary middle- 
ear catarrh. Otto M. Rott. 


Schmiegelow, E.: Removal of Tumors of the 
Acoustic Nerve Through the Labyrinth 
(Beitrag zur translabyrinthiren Entfernung der 
Acusticustumoren). Zitschr. f. Ohrenh. u. f. d. 
Krankh. d. Luftwege, 1915, \xxiii, 1. 

Schmiegelow has successfully operated on two 
tumors of the acoustic by the translabyrinthine 
route, the details of which he gives in this article. 
The method of operation is as follows: First, the 
so-called radical operation is performed; that is, 
the middle ear is freely laid open. Then, sparing 
the facial nerve as much as possible, if its function 
has not been already destroyed, the labyrinth and 
the apex of the pyramid are removed sufficiently 
so that the dura is laid bare beneath the superior 
petrosal sinus. After opening the dura a good view 


of the pontocerebellar angle is obtained. 


As compared with Krause’s paracerebellar method, 
through the squamous portion of the occiput, the 
translabyrinthine route has the following advant- 
ages: (1) The way through the labyrinth is shorter 
than that in the paracerebellar method. (2) The 
operation is extradural until the tumor is reached. 
(3) There is much less danger of hemorrhage in 
the translabyrinthine method. (4) The vital cen- 
ters in the cerebellum and medulla oblongata are 
much less exposed to trauma. 

In the paracerebellar method injury and shock 
are often observed. Of course the technical diffi- 
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culties are greater for the surgeon than for the 
otologist, who is thoroughly familiar with the surgery 
of the temporal bone. The effort to spare the facial 
nerve often leads to almost insuperable difficulties. 
But if it has already been destroyed by the tumor, 
as it generally is, no attention need be paid to this 
point. Early diagnosis is of great importance in 
carrying out this method, for very large tumors 
cannot be removed by the translabyrinthine route. 
A. Goss. 


Emerson, W. R. P.: Acute Otitis Media in Infancy 
ye Early Childhood. Boston M. & S. J., 1915, 
clxxiii, 616. 


The reason otitis media is so often overlooked in 
infancy and early childhood is because the symp- 
toms do not point to the ear. The symptoms may 
be those of pneumonia, of meningitis, abdominal or 
simply an intensification of symptoms due to the 
disease which the otitis complicates, and unless the 
ears are examined as a matter of routine, the otitis 
would not have been discovered. Five cases are 
reported in none of which was there earache. In 
two cases the symptoms were abdominal, in one 
meningeal, and in two general, associated with 
fever. 

The author wisely lays down the rule that in 
infectious diseases and in all diseases of the re- 
spiratory tract the ears should be examined at every 
visit of the physician, with as much reason as he 
would examine the heart in rheumatism or the 
abdomen in typhoid fever. As to prevention, 
measures should be inaugurated at once in every 
case of contagious disease and of affections of the 
respiratory tract in children, to keep the naso- 


. pharynx clear and so maintain drainage through the 


eustachian tube. This can be accomplished by 
instilling into each nostril two or three times daily 
three drops of 10 per cent argyrol solution, and 
applying a spray of soothing solution to the in- 
flamed membranes, as for instance menthol 5 gr., 
benzoinol 1 oz. 

At the onset of the otitis media the following 
procedure is recommended to open the tube: A 
mixture of 4 drops of adrenalin (1:5000) and cocaine 
one-half of one per cent instilled into the nostril. 
This should be followed in five minutes by 3 to 4 
drops of a 20 per cent solution of argyrol. If 
symptoms do not subside the drum should be in- 
cised before bulging occurs. 

Every child after an attack of acute otitis media, 
should have his epipharynx examined and treated 
by a specialist. 

The author speaks highly of the electric ear in- 
strument as it causes less disturbance to the child; 
and in infancy at least a better examination can be 
made. Orto M. Rort. 


SURGERY OF THE NOSE, 


NOSE 


Orton, H. B.: Spindle-Cell Sarcoma of the Naso- 
pharynx. Laryngoscope, 1915, XXV, 709. 


The case is reported of a patient 50 years of age, 
in whom a diagnosis of spindle-cell sarcoma of the 
nasopharynx was made after microscopical examina- 
tion of the tissue. The growth was removed by 
means of a curette, and for one month afterward the 
patient felt relieved. 

Three months after the operation, the growth 
having recurred, Coley’s serum was injected into 
the pectoral region. One-tenth of a minim was 
given at first and the dose increased three times a 
week until one month later when the patient was 
getting 1 ccm. with a reaction of 104°. After two 
months’ rest, there having been no improvement, the 
serum was used daily, the first dose being 2 minims 
which was increased rapidly until the dose was 1.5 
ccm. daily with marked reactions. About one and 
one-half months later the growth had disappeared. 

Orto M. Rorr. 


Waldron, C. W.: Roentgenology of the Accessory 
Nasal Sinuses with Special Reference to Sinu- 
sitis in Children. Jnierst. M.J., 1915, xxii, 1031. 


The technique employed is that of Waters of 
Johns Hopkins Hospital whose description is quoted: 
“An important factor in making roentgenograms of 
the nasal sinuses is being exact in each individual 
case, and intimately associating oneself with the 
style of head with which one is dealing... 
We have classified two distinct types, namely, the 
concave and the convex face; and there is a differ- 
ence of an angle of only two degrees in the entire 
technique . . . . Only three points are essen- 
tial in order to obtain roentgenograms of this region 
described: First, the chin should always touch the 
plate; second, the long axis of the tube should be 
parallel to the plate; third, the nose of the patient 
should be from 1 cm. to 1.5 cm. from the plate. 
Under this rule, the importance of knowing which 
style of head one is dealing with is obvious. For 
instance, in the convex-shaped face the nose is 1 cm. 
from the plate; whereas in the concave-shaped face 
the distance should be increased by about 0.5 cm.” 

It is explained that by this process, the shadows 
of the petrous portions of the temporal bones are 
projected beneath the floors of the maxillary sinuses, 
and the shadows of the posterior ethmoidal cells 
are shown below those of the anterior group. Also 
the possibility of confusing ethmoidal and frontal 
sinus disease is reduced by projecting the shadows 
of the anterior ethmoidal cells to a lower level, which 
this technique accomplishes. 
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The author believes that roentgenology is a neces- 
sary preliminary to diagnosis and treatment, espe- 
cially as it might be the means of clearing up the 
etiology of asthma, chronic arthritis, and frequent 
slight elevations of temperature. Orro M. Rort. 


O’Connell, G. A.: Intranasal Obstructions. J. 
Ophth., & Oto-Laryngol., 1915, ix, 316. 

The causes of intranasal obstruction are broadly 
divided into acquired and congenital. The most 
frequent and important obstructions are the septal 
and turbinal; the former may be cartilaginous or 
osseous deviations or both combined. 

The author favors Talbot’s theory, as to the 
cause of septal deviations. He considers that a 
neurosis or stigmata of degeneracy causes either an 
arrest or an overgrowth in the development of the 
bones of the face, including the nasal bones. 

The various varieties of cartilaginous and long 
deflections are then enumerated, as also the en- 
largements of the structures on the lateral wall of 
the nose, especially in the region of the middle 
meatus. Other causes of nasal obstruction are 
mentioned, e.g., neoplasms, polypi, foreign bodies, 
the chronic granulomata. 

Among the results of intranasal obstructions are: 
general lowering of vitality from insufficient oxygen- 
ation of blood; post-nasal dripping; feeling of 
fullness at root of nose; headache; predisposition to 
colds; asthenopia; sneezing; general irritability; 
tinnitus; ocular diseases and cranial affections from 
secondary involvement of sinuses. Reflex neuroses 
such as asthma, hyperesthesia, neuralgia, etc., are 
mentioned. ‘The treatment is surgical. 

In closing, the author quotes the conclusions of 
Willis Sanderson on the effect of nasal obstruction 
artificially induced in dogs: 

“‘t, Nasal obstruction leads to death or serious 
impairment of vitality. 

“2, Lowered resistance predisposes to infection, 

“3. Local disease of the respiratory tract is in- 
duced. 

“4. It causes dilatation of the heart and changes 
in skin and blood. 

“5, It causes symptoms of asthma and emphy- 
sema. 

“6, Empysema of the lungs was demonstrated. 

“7, Reopening of the nostrils was followed by 
disappearance of symptoms.” Orto M. Rort. 


THROAT 


Gardiner, H.: Tonsils and Chronic Cervical Adeni- 
tis. Lancet, Lond., 1915, clxxxii, 752. 


Repeated attacks of inflammation of the tonsils 
frequently cause these organs to become sclerosed 
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and “‘atrophic,”’ and consequently less able to deal 
with organisms than when they are of normal size 
and can react by hyperplasia. 

Carmichael in 1909 found that a high percentage 
of tuberculous tonsils were atrophic, and that out of 
50 cases of chronic cervical adenitis 7 showed the 
presence of the tubercle bacillus in the tonsils. 
Moreover, it seems likely that these small sclerosed 
tonsils may even be an increased source of danger, 
for they combine two dangerous conditions: (1) 
crypts with wider openings on the buccal surface 
than normal, and therefore presumably a facilitated 
entry for organisms; and (2) atrophy of the lym- 
phatic tissue so that it is unable to deal with this in- 
vasion. 

Investigation was carried out with the idea of 
determining what, if any, evidence there was bac- 
teriologically of the infectivity of the tonsils in 
cases of chronic cervical adenitis in which there was 
no apparent and obvious source of infection. The 
method adopted was as follows: 

1. In cases where the tonsils were enucleated they 
were transferred at once to a sterilized capsule or tin 
case. The capsule on the deep surface of the tonsil 
was then incised with all aseptic precautions, and a 
small portion of the deepest part of the tonsil was 
removed and inserted into the subcutaneous tissue 
of a guinea pig. A culture was also taken from the 
tonsil in this region and subsequently examined. 

2. In cases (only a few) where the tonsil had not 
been completely enucleated, and where, therefore, it 
(never less than two-thirds of the whole gland) was 
liable to infection from without, this surface was 
lightly cauterized and the tonsil then dealt with as 
above. In this way not only was extraneous in- 
fection avoided, but the buccal surface of the tonsil 
was not touched. 

On analyzing this group of 30 cases the following 
facts were shown: organisms of some sort were found 
in 24, or 80 per cent, of the cases. Of these or- 
ganisms there were present the following: 


Micrococcus catarrhalis........... in 7 cases or 25.0 per cent 
in 5 cases or 16.6 per cent 
Pneumococcus.......... ....in 7 Cases or 25.0 per cent 
Streptococcus........... ...in 7 Cases or 25.0 per cent 
Bacillus coli communis. . . ....in 2 cases or 7.0 per cent 
Tubercle backiius........scccccees in 4 cases or 14.3 per cent 


Friedlaender’s bacillus............. in I case or 3.5 per cent 


The conclusions the author feels justified in draw- 
ing are as follows: 

1. In the majority of cases (80 per cent) of 
chronic cervical adenitis where no obvious source 
of infection is present the tonsils are infected. 

2. The size of the tonsils makes no difference as 
to their infectivity, except that the small fibrotic 
variety is likely to be more dangerous than the 
large. 

_ 3. The number of cases in which tubercle bacilli 
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are present is relatively small, but is larger than in 
simple cases of enlarged tonsils. 

4. The frequent presence of other organisms than 
the tubercle bacillus in these cases suggests that a 
large proportion of the so-called chronic tuberculous 
glands are in reality chronic septic glands. 

5. The organisms are present in the deepest 
parts of the gland, and are therefore only removed 
by operations involving complete enucleation. 

D. C. BALFour. 


Hudson-Makuen, G.: The Surgical Anatomy of 
the So-called Capsule of the Faucial Tonsil. 
Laryngoscope, 1915, Xxv, 685. 


The author draws attention to the following 
points: 

1. The so-called capsule of the faucial tonsil is 
not a capsule at all in the strict sense of the term, 
and it consists in part at least of that portion of the 
intrapharyngeal aponeurosis in a recess of which 
the tonsil attaches itself in the course of its develop- 
ment. 

2. The intrapharyngeal aponeurosis is a broad 
membrane having its attachment above the base of 
the skull, and extending downward it not only 
separates the tonsil and the palatal pillars from the 
superior constrictor muscle and other important 
tissues in the cervical region, but folds of this mem- 
brane protrude themselves between the tonsil and 
the pillars of the palate. The anterior fold when it 
protrudes itself well in front of and below the tonsil 
constitutes what is known as the plica triangularis 
or plica tonsillaris. 

3. In the course of its development in embryo 
and during infancy, the tonsil appears to appropri- 
ate a portion of the connective and musculofibrous 
tissue with which it is in juxtaposition and finally in 
adult life it becomes firmly attached to this mem- 
brane to which has been given the name intra- 
pharyngeal aponeurosis, a section of which seems 
to constitute the so-called capsule of the tonsil. 

4. A complete extracapsular tonsillectomy, there- 
fore, must leave a window resection of the intra- 
pharyngeal aponeurosis, not only exposing the 
palatal pillars and the superior constrictor muscle 
but opening up avenues of infection in the deeper 
regions of the neck. 

5. A more desirable operation which may be 
called an intracapsular tonsillectomy, or perhaps 
better still, an intercapsular tonsillectomy, is one 
in which the tonsil is removed with only the thin 
innermost layer of the capsule, the major portion of 
it being left in the pharynx as a complete lining of 
the fossa, where it serves as a strong wall of defense 
against infection in this region. This operation 
may be done easily and accurately with an ordinary 
snare in connection with the original Sluder in- 
strument. Otto M. Rort. 
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